MARYLAND STATE D RT MENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, HOES 
10489 CERTIFICATE OF DEATH 


. PLACE OF DEATH ¢ 2. USUAL RESIDENCE (Where decessed lived, If institution: Residence before edmision) 


2. COUNTY es 
MARYLAND Naryland ‘d “Montgomery vA 


b. CITY OR TOWN [if oulsida corporate limils, ~ |e, LENGTH OF STAY IN 1b “c. CITY OR TOWN (if outside corporate limits, wrile RURAL and give nearest town) 
write RURAL end give nearest town) 


Sykesville 6rs.8mo.16dys Olney 


~d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give street address) | ~d. STREET ADDRESS 


Springfield State Hospital 


‘3. NAME OF First Middle last 
DECEASED ; 


(lye rierint) Walter Arden Brothers 


5. SEX "]8 COLOR OR RACE|7, MannieD [-] NEVER MARRIED [_] | 8- DATE OF BIRTH ae wiz 


Male | White WIDOWED pivorceD [-] |Septanber 1, 1879 | 83». 


10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Ti, BIRTHPLACE (Co: Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working WY ant if retired) 
Advertising Agent ae i Mississippi | U.S.A. 


P13. FATHER’S NAME 1 ’ 14. MOTHER'S MAIDEN NAME 


Thaddus Brothers | Catherine Shuler 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


gt omer) WMyesgivewarerdatesofsorvi | 679..0%_5822 Springfield State Hospital 


CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Res TETWEEN 
AND DEATH 
RT 1. DEATH WAS CAUSED BY: 
PART | DEATH Watt caver a) Bilateral pneumonia and | Days 
7 DUE TO 
Conditions Many 7. Whien »  Arteriosclerotic heart disease, Years 
gave rise to immediete ceuse - | ees 


(a), stating the underlying 
cause last, = 


Pat EE {e) 


=_ 


in 24 hours after 
1d in by the funeral 


=z 


‘“ 


Then please remove carbon papers. Pages-tand_2 should 


, and in any event, within 72 hours aft 


e attending physician and compl 


ed by th 


director, page 3 should be detached for use as the burial-transit permit. 


DUE TO. 
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/H BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te]| 19. WAS AUTOPSY 
PERFORMED? 


CBS, assoc, with circulatory. dis ; se eneide $8 ves []_ No 
206. ACCIDENT WAS UNDERLYING | oO 20b. DESCRIBE HOW INJURY OCCUR! inter nature o| £8 ay Bb Pil of itom 18. } c 


O% CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,» 201. (City or town) (County) (Stata) 
While Not While factory, street, office bldg., etc.) H 
19 at work [_] at work 


MEDICAL CERTIFICATION 


21. I certify that tt (this hospital) attended the deceased from... 7 ess 
2... ., and that death 1 Stelea eae PM, from the causes and on the cate stated above. 


i 22b. DATE 
ATTENDING MED, ,ONED 

mp. | PHYS. [1 __ pirector . tg 9-17-62 
 [22dADORESSi = =s a 


Agustin del Campo,/M,D, __5pringfield State Hospital, Sykesville, Md. 


RIAL, one | "9, ib. Us, E Wy, OF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION LCi, town or county] (State) 
MOVAL (Specify) . 


__ Burial — t : Ls 

VR AIS (4) 24 FUNERAL ye s al La b. Re ae $ ar 

15M 7/61 ’ ao a 

oe r D, My ant ly . ge. 
2 ia 454 —= Z 


4 may be retained by the hospital or attending physician. 


L DIRECTOR; After this certificate has been sign: 


x 


TO FU! 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, many fey K6) 4 


4 F CERTIFICATE OF DEATH 
7. PLACE prow 


2. USUAL RESIDENCE (Where deceasad lived, Hf institution: Residence before paramo) 
~ ie a. STATE b. COUNTY 


b. _ OR Gated, tr outside corporate limits, 
Sy ee and eras! town) 


MARYLAND 2 Ce WCE 
«. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If gutside corporate limits, write RURAL end give neerest town) 


24 hours after 
in by the funeral 
= ) — 


) @. 1S RESIDENCE 


4 
esi 
s. Pages | an 


igned by the attending physician and completel 
transit permit, Then please remove carbo) 


|, cremation, or removal, and in any event, 


d. ed HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) 
4) ON A FARM? 
a Met, Monee _ ei ves (] No Px 


AE OF First “Last . BATE wy, ~ Yeer 
” DECEASED 


tei a's THOMAS Jos EPL PLL Lf WW, | Bear vo & 


6. COLOR OR FACE], MARRIED [] NEVER MARRIED [-] | 8, DATE OF BIRTH LA ait ae TF UNDER 24 HRS._ 


moo wen ones fed penal “Days 4 Hours | Min, 
‘OF BUSINESS OR IND! 


C CURATION {Give kind of work 4b. KIND BIRTHI mecsie (Coynty & Stete, or foreign Es 
working life, even if retired) 


Y 
5 Be 7 14. "hee 5 hee Sa 
Leeneal ARMED FORCES? j 16. SOCIAL SECURITY NO. LG Fe “ Addies Wd = y 


(Yes, no, of unkown) weet ta) ny ell ern wfehinke 
mm Lol cigar ee dey Helle 


18. CAUSE OF DEATH (Enter only one cause per line for (2), 
Y * as 
| 476% 


PART I. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (a)_ Z tty — = 


Dh bv 


Condilions, if eny, which (o)_ 
CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 


hin 72 hours after d 


9, AGE (l 
fast gn 


ry) | 12. Line) “OF WHAT COUNTRY? 


age ; 


physician. 


ing 


gava rise to immediete couse 
(e), stating the underlying ¢ CUETO 
cause last, C) 


AN: The law requires that the death certificate be executed 


TERMINAL DISES 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT 
a a PERFORMED? 
yes [] no [] 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) ri 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
( EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 


foctory, street, office bldg., etc.) | 
| 


While __ Not While 
et work at work 


Hour a.m, 


19 @ Ven (1) (we) last 


Fa 19 
2. | certify that (I) (this es 2 fended the d ae from... 4 to... By & 
saw the deceased alive on.. ih LOAM... bl and that aay seam ele from the causes and on the _date stated above, 
ioe = =, 22b. DATE 
ce car of CaN reece STAFF SIGNED 
Mo, | PHYS. OIRECTOR 1 PHYS. Oo 


22d, ADDRESS 


DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial. 


4 may be retained by the hospital or attend: 
be filed with the State Dept. of Health prior to burial, 


22c. PHYSICIAN'S: 


TO HOSPITAL OR ATTENDING PHYSICI. 


, mi Map eD £ Ald 
4 23a. Nd AL, CREMATION, 23b. DATE THEREOF 23c. Ni ‘OF CEMETERY/OR 
(Speci 
ae) G-22-O%, = Ta REC'D BY REGISTRAR | 25b. REGISIRAR'S SIGNAT| i : 
as Gh 24 CTOR’S SIGNATURE Sa. REC! mG liad) jigs 
MO W LAZOL Reel Le mn SEP 24 1062 fOrmrdas Metts 


mA 


funeral director. 


Pages 1 and 2 shauld be filed with \ 


the attending physician and campletely filled in @ 


that the deoth certificate be executed within 24 haurs ofter death: Pa: 
Then please remove carbon papers. 


jires 
‘ansit permit. 


The low requi 


CTOR: After this cerlificote has been signed by 
detoched for use as the buri 


6 


may be re! 
TO FUNERAL 
page 3 shau 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
40405 


10431 CERTIFICATE OF DEATH cae 


2, USUAL parece (Where deceased lived. If institution: Residence before admission) 


1, PLACE OF DEATH “> 
©. COUNTY (Cs are ls MARYLAND. ©. STATE b. COUNTY 


viand Ca 


b. CITY OR TOWN (lf outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY = TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond aire nearest town} 
Ira Sykesvi 


d. NAME O! SORA (IF not in ane give street oddress) = ‘STREET aes e. IS RESIDENCE 
OR INSTITUTION 4 ON A FARM? 


f{ RD. #2 


3. NAME OF aie Fi Middle st 4. DATE 


Los 
fre Glee kse Bussare | Sam 
6. COL 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
U.S.A. 
13. FATHER’S NAME 
William Bussard Margaret Smith 


5. SEX ’ o RACE |7. MARRIED EVER MARRIED [] | 8. DATE OF BIRTH % psc ee iF UNDER 1 YEARTIF UNDER 24 HRS. 
Jost by thoy) 
MM wipowed [] Divorced [) 12-23-1887 Vi yrs. J 
during most of working life. even if retired) 
etired eman C, & Pe. Telenho Maryland 
14, MOTHER'S MAIDEN NAME 
15. WAS DECEASEDEVER IN. U. 'S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yen, 0, oF unknown}, OF yes, give wor or dates of service) 4 
o oe p.12-05-0879 Mrs. Minnie Bussard, same as # 2 
Nase SETWEEN: 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


ra DuE TO 


Conditions, if ony, which 

gove rise to immediote , 

couse (0), stoting the under- 

ying couse lost. la £. 


Ca? 
Pant Il, OTHER SIGNIFICANT aii ONS. "CONTRIBU ING To DEATH Sing NO’ LATED TO THE sale eta. CES GIVEN IN PART I{a)/ 19, aE 
g eee On. ves(] No a 


20a, ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in sr Jor se IV of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —_— 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg., ete.) | 
pm. 19 lot work [J ot work [J i 


21. 1 certify that | attended the deceased from.__-/_ 1. 


alive on____£ ate oe 2 .G_ Ree ond that deoth ea a 4 Som. 


'ADDRESS (Street, city oF sown, stote) 
SGNATURE esc fe eee D. ree eS 


Sa ue Okutinan 


PHYSICIAN'S 
NAME (Type) 


MEDICAL CERTIFICATION. 


2M, from the causes ond on the dote stoted obove. 
DATE SIGNED 


Mo. BURIAL, CREMATION, | 226. DATE THEREOF 
REMOVAL (Specify) 
BURTA 9-28=196 M @ cs ede k Md 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


C. M. Waltz, Box 24 Ma 


‘2c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 


on 
Md D Ne Yearly yerdge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND vt 
410412 CERTIFICATE OF DEATH 10406 


x 


5 o — —- ———a ——— 

Ss o 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutlon: Residen re admission) 

ee +, COON ae TL Goent a. STATE b. COUNTY ee 

5 2 Trou vounty Manvianp || Maryland =: carroll _ 

a 5 b. CITY OR TOWN (if outside corporate limils, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outsida corporate limits, write RURAL and giva nearesl town) 

SE: write RURAL ond give nearest town) | 

“os ___ Westminster : = _||_“~ Manchester __ pe. eee he 

& d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) d. STREET ADDRESS a. IS RESIDENCE 

fe ON A FARM? 

_____ Carroll County_General Hospital ve Lineboro Road _ __| vs] sof] 
3. NAME OF First Middle Last | 4, DATE Month Day Year 


mena. Buy CALpwey. | tam SEPT 23, wl 
CE 


Then please remove carbon papers. Pages 1 and 2 should 


5. SEX 6. COLOR OR 7. MARRIEDIE_] NEVER MARRIED [_] | 8 DATE OF SiRTH 9. AGE {In yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) |fonih: Days | Hours | Min. 
Male White WIDOWED pivorceo [] |May 26, 1872 90 ys. a 
10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Retired Dentist | Pennsylvania _ _USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
3 4 Caldwell | | ena 2 P > 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yas, no, or unkown) | (Ifyes give wer or dates ofservice) :. 
| No “we ol ‘ Mr. Thomas H. Caldwell-3038 Clifton Rark Terrace 
8. CAUSE OF DEATH [Enier only one cause per line for (a), (b), end (c).)_ ; pavescieainyen 
AND DEA’ 
PART f. DEATH WAS CAUSED BY: i 
IMMEDIATE CAUSE [a)_ ER REVERS] A eS aye ee eb Saeas 


| | DUE TO 


Conditions, if any, which (b) PERF RATED Duo DEWA ee ER =|, = 


eve rise to immediate cause 
{a}, stating the underlying ( PUETO 
couse last, co) 


Health prior to burial, cremation, or Cy in any event, within 72 hours after deat 


ched for use as the burial-transit permit. 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


PITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with: 


< 
8 
a 
rd 
a 
= 
a 
a 
= 
a) 
¢ 
‘4 
« 
5 Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)| 19. WAS AUTOPSY 
a 3 =a". apenas . 
= 4 = 
g 5 ARTERUScLERWTIC WEAK Disease a= 
3 © [20e. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Wl of item 18.) 
‘- & | OF contreurinc © CAUSE of DEATH 
£ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 % [20c. TIME OF INJURY Math, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stale) 
Seer 5 Riga: ans While __Not While factory, street, office bldg., ate.) | 
(ech = . 19 at work [_] at work [_] ! 
= Pe 
OR & 21. I certify that (J) (this hospital) attended the deceased from. Qéef2f... 2-3. 1962 10 MHL PB os 1%.2., that (1) (we) last 
ae 
BZUZo saw the deceased alive on. 5 4 and that death occured at $n, from the causes and on the date stated above. 
eels Wa. SIGNAPORE i 22b. DATE 
ana? : d. iy VE ATTENDING ‘MED. STAFF SIGNED 
mos © Mo, | PHYS. [2 binecror 0 pays. 
€ Ge 22c. PHYSIGAN'S . 7 27% 22d, ADDRESS = 
S = NAME {T, 4) = 
Ree? We JOM S. AARS HRY, MQ | fot OMA st CSTMMIS TER, MD. 
Oe 5 83 73a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Slala) 
mah oe REMOVAL (Specify) F 
ovous Burial 19-26-62  _—s|_—~ Parkwood Cemetery 
ee ” 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Se. REC'D BY REGISTRAR |2Sb. REGISTRAR’S SIGNATURE 
15M 9/60 A Mba DATE SEP 2 


vg 


. 
2 
‘a 
y 
¢ 
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X 


in by the funeral 


se remove carbon papers. Pages 1 and 2 should 
in any event, within 72 hours after death. 


‘ 


he attending physician and completely 


Then 


jal or attending physician. 
be filed with the State Dept. of Health prior to burial, cremation, or remov: 


DIRECTOR: After this certificate has been signed by i 


director, page 3 should be detached for use as the burial-transit permit. 


death. P, 


TIO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
TO FUNS 


VR AIS (4) 
18M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, LOIO? 
10413 CERTIFICATE OF DEATH 


a epee ot DEATH ¥ = 2. USUAL RESIDENCE (Where deceased lived, If inlilution, Retidenee Esler ‘edmission}, 
ea a. STATE b. COUNTY 
Carroll iene ews Maryland Frederick 


b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [if oulside corporate limits, wrife RURAL and give neerast town) 
write RURAL end give nearest town) 7 
Sykesville — luyrs. ) mos! Union Bridge / : 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) (|| _—sd. STREET ADDRESS | Te a 
__ Springfield State Hospital 7 . es 
Sas in ee First Middle Last 4, DATE “Month Dey 
OF 
(Type or print) Daisy Isabelle Conner Death September 12, 1962 
“5. SEX "6, COLOR OR RACE|7, apRieD LIINeveR maRRieD [29 | 8 DATEOF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
F 1 White : last birthday) |"Months| Deys | Hours | Min. 
‘enale wiowe>[] _oivorceof]|_ January 30, 1912) 60 v=. | 
TWOa. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) } 
Housework es Maryland U.S.A, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME. 


Harvey Peter Conner | Blanche Weiter GRE L// 


~ Address 


¥5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
(Ye: "He unkown) | (Ifyes give weror detes of service) 
° 


| | BS | Springfield Hospital Records - 
CAUSE OF DEATH [Enter only one cause per line for ( end {c).] a - TRVERVAL BETWEEN 
PART: DEATIMMEDIATE cause ie) _ ABFammlocytosis One week 


+ , 
AAT K DUE TO 
Conditions, if eny, which (b). 


geve rise to immediete cause 
(e), steting the underlying DUE TO 


e {e) 


HW BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e]| 19. WAS AUTOPSY 


Zz Il, OTHER ean CONDITIONS COI i WAS AUTOPS 

=| Mental Defective without psy: chosis due to epilepsy. - Bronchopneumonia. | |. No 
vi en = se —_— seca a a > . a 
© [2De, ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED, (Enter netura of injury in Part | or Pert Il of item 1B.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% | 2c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, form, 201. (City or town) (County) {(Stete) 
5 Hailes eam. While __ Not While factory, straet, office bldg. etc.) | 

= i: 19 ot work et work 1 


21. | certify that (I) (this hospital) attended the deceased from. May... AB 1oSeptember...13962, that (1) (we) last 
saw the deceased alive on. Sephember..Lligl962and that death occured AMM, from the causes and on the date stated above. 


aS i gt ATTENDING MED STAFF ety Bales 
Let mo, | PHYS. [2] DiREcToR [[] PHYS. BG 9/12/63 
sIGKAN'S a | 22d. ADDRESS = ne 9 = = 
Agestin soiteme, Eye ___Pprinet iv la Repel sal Speers! Le Mie 
,| 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town or county) Giete) 


EMOVAL Bey 


Bieae UsJex | Fugmoone | LABE RT YTOUL M1 
IS Nadal. Aus Grier brudyavsggpnnen? 7 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CATE OF DEATH 10408 


od 
aot 


Nawe (y?*) Ea@ward F, Saat M. De 


ME OF CEMETERY OR CREMATORY 


Zc, PHYSICIAN'S _ aporess Springfield State Hospital 
Sykesville, Maryland. 


may be rev 


« 
m4 
we 
2 
2 
iva 
° 
i 
i 


=> 
om 


~ se 
Pies 1, PLACE pear a sey ees (Where deceased lived. If institution: Residence before odmission) » 
2 8 il Carroll maryiano || ° > Maryland BS ; v 
£ . af b. CITY OR TOWN (If outside Sirens limits, write | c. LENGTH OF STAY IN tb «. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
= 52 ai--Sykesviile 5 mo. 26 4 Baltam 
2 32 --Sykes' e MOe ay a, ore | 
5 2S 1 
= 2 Es 4 d. ey OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e STs. 
Oe: Ingtleld State Hospital 1701 N. Patterson Park Aves | Ll som 
2 = 5 3. NAME OF First Middle Last 4. DATE Month Dey Yeor 
= Ur. 
a Boe (ee oe print Magdalena -- Cook DEATH 9 ll 1962 
ce & § 
= aes S. SEX 6 COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH % fs in IEUNDER Vea IE UNDER 4 tts. 
= o jira lonths: in, 
e uk I female white wivowen J pivorcep [) "epee 1870 9 eles 5 
= Ee YOo, YSUAL OCCUPATION (Give kind of work Hand Led kiN aetbusiNessiOe NOUS Ey RAIS ERIE lars rein By) 12. CITIZEN OF WHAT COUNTRY? 
o go5 luring moyt of working life, even if reti 
Bo pee House Maryland USA 
2 OBR 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§ 5.6 & 
£ gts Berger Huber 
eed 
ee 8 i 1s, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
asi fax, n0, oF yphnown) (Nt yen, Give wor or dates of tarvice) 
g of? Wises ||? dec eee Springfield Hospital records - Sykesville, Md. 
- £8 
otis ete. 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (e)-] INTERVAL BETWEEN 
a as os 
Bes PARTI. DEATH MEDIATE cast (o._ Arteriosclerobic heart disease years 
= fF5 & DAO DUE TO 
pees 
= Beg Conditions, if ony, which Possible pulmonary embolism min. 
os Es gove rise to immediote 
SEE cause (0), stating the under. ( OVE TO > 
a eae ! lost. Possible_myocardial infarction mine 
22S lying couse los! (e) s 2 
bates ta 
peak Die z mrsne" FIC, ALE Be eBEEE I N ART 1(0)[19. WAS AUTOPSY 
beefs |e Se BERR Byars BPLELLOSC LSPS SS GAR PRYCHOE PERFORMED? 
ehses a ves NOS) 
Se Bete 6 = [20c. ACCIDENT WAS UNDERLYING [1 |20b. ny ido rae OCCURRED, (Enter nature of injury in Port | or Port Il of item 1B.) 
253.5 & | OR CONTRIBUTING C] CAUSE OF DEATH 
a egs— © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
tt See o 
g os 55 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, fe 1 20F. (City or town) (County) (Stote) 
$5 Se3 a He .c0.'tn. Lo ites eee foctory, street, office bldg., etc.) 
E5272 = p.m. 19 lot work [1] of work i 
06528 
z 2 Ba 21. | certify that (M(this hospital) attended the deceased fram. o Ry , that BB (we) last 
2 
aa é 3 = saw the dese sed alive an. Se hes and that death accurred at ) Asia fhe causes and on the ‘ete stated abave, 
==o38 220. SIGNAT) 22. DATE 
me Choe ATTENDING MED. STAFF ! eS 
af HS A > Ute f A is, cant erg. M.0. | PHYS. oiReCTor CJ PHYS. BD 9/it/ 
co 2e 
zoeee 
5 ars 
oa 
= Po 
z 
°  s 
4 
vR 
15 


:) ari a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVJs ESTATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, man 
TERS CERTIFICATE OF DEATH : GAB9 


— 


GAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).). [INTERVAL BETWEEN 


Ss ez 
ered = = 
€ 3 = = = = 
s 28 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived, If Institution: Residence before edmission) 
2. o=é 7 ‘Ger a e. STATE b, COUNTY 
8 £9 Carroll i ____ MARYLAND rland Balto. City _ 
= 323 b. CITY OR TOWN {if outside corporate limits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 
eee write RURAL end give nearest town) 
eo ' 
cos ge Sykesville lyr.9mo.28dys, —_— Baltimore 18 1 Gs 
ty a d, NAME OF HOSPITAL OR INSTITUTION | (if not in hospital, give street eddress) d. STREET ADDRESS @, IS RESIDENCE 
sh ety ON A FARM? 
Sa 
wed __ Springfield State Hospital r 1123 Gorsuch Avenue ele 
3 . agi 3. DECaREGD First Middle Month Day Yeer 
ajc 
8 Bes {Type or print] Cora Marie Cousins | peatx September 5, 19 62 
3 she vie se > = <ocon - 
5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years [IF UNDER YEAR| IF UNDER 24 HRS._ 
7) is a < Female | White fae Oo se age Oj last birthday) | Months) Days Hours | Min. 
ca Ze hee | wiboweED [_] DIVORCED By} May i 18 91 Ta ? eed): 2... 
6 segs TOa. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | Y. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 & 
is 3 2 = done during most of working life, even if retired) | 
§ 283 |_ Practical Nurse | = a rland U.S.A. o.. 
a tea 3 i 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
$ 328 | James M, Cousins | Mary C. Gaff” 
o $§— 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address es 
= 
= 323 (Yes, g0, oF unkown) | (Ityesgivawererdetesofservice)] | 
5 0 8 - 
B.2.8 _No - | | Springfield Hospital Records 
“8 DEY 
Sefey 
£3585 
g. b 
fae% 
gece 
2 
2 
= 


to.. vy 19.62 that (1) (we) last 


. | certify that (I) (this cae >" attended the deceased from... . E 
16, Bete, causes and on the date stated above, 


saw the deceased alive on. .19,62.., and that death occured a 


g 
5 
3 PART I, DEATH WAS CAUSED BY; fa ere 
Ee Wy IMMEDIATE Cause (e). AYteriosclerotic heart disease with heart block. Years 
an ) 

= A DUE TO ] 
a z 
ae Conditions, if eny, which » Bronchopnewmonia associated with meningism. | Weeks 
e geve rise to immediate ceuse 
ec i ‘ Uri tract inf | 
24 {s}, leling the underlying f DUETO nary trac ‘ection. Weeks 
aa ——— 
35 | couse lest. Large decubitus ulcers, = | Weeks __ 
ri 3 & THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) | 19. ee AUTOPSY 
Ea: ° Sane PERFORMED? 
ae Ki associated with cerebral arteriosclerosis with psychotic acta sila] Nees 
<= & ©] 20a, ACCIDENT "WAS UNDERLYING | Oo rit 20b. DESCRIBE HOW INJURY OCCURED. {Enter “neture of injury in Part | or Pert Il of item 18.) 
eS) 2 & [oR CONTRIBUTING [] CAUSE OF DEATH 
== oC (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ral 2 a ——— See Se wee Sas eee ee = 
fs a 20c, TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, 20f. (City or town) (County) (State) 
Be & Hountaral While Not While _ | factory, street, office bldg., el 
ea 2 pins 19 et work [] et work [] | 
2e 
33 
Pat 

SI 
£a 
= 


be filed with the State Dept. of Health prior to burial, cremation, 


director, page 3 should be detached for use as the bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


/22e. SIGNATURE wi mnie 5 ie 22b. DATE 
A i} MED. STA! GNI 
AS pen Cy Mp. | PHYS. [_opmector [J Prys. [& 95-62 
227 PHYS) bs ~~ |22d. ADDRESS = 
él NA! 
x fall} he 2 Agustin ¢ del Campo, MD. Springfield State State Hospital, Sykesville, Md, 
$k Fas. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME ‘OF CEMETERY OR CREMATORY ~ | 23d. LOCATION (City, town or county) 7 {Stete) 
vo TRON -9-6-62 | Green Mount _ Baltimore 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 7/61 Wm.Cook-Towson,inc., 1@50 York PReual. oweo 4 fan 


iz ‘ pare SEP ri 62 — fla —— 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


yi! D4tE MEDICAL EXAMINER'S CERTIFICATE OF DEATH 104410 _ 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesad lived, If institution: SRiitiercalelary eaminion). 


e. COUNTY " CARRIES Be fon ee a. "ME RIYLPND) b, COUNTY LPRRIGLE 


|b. CITY OR TOWN lit outside corporate limits, 4 LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


files. 


write RURAL and oS nearest town) 


NEW WINbsoh  K0Kpl YEPRS \X WEW WiWdS6R  RuRBAL 


d, NAME OF HOSPITAL 2S trac {if not in hospital, give street eddress) t d, STREET ADDRESS e. 1S RESIDENCE 


CLEAR KIOGE CLEAR RIOGE ON A FARM? 


ves] No 
3. NAME OF First Middle 4. DATE Month Dey craler = 


is necessary, 


@ 


irector. Page 


DECEASED 
{Type or print) Mee R Em MA_ Ci? u mia AcKegen su 3a ~b2 
5. SEX [6 COLGR OR RAGE! 7, s4aRRieD [—] NEVER MARRIED [_] | 8 DATE OF BIRTH apse eye 7 paces Bes WF UNDER 24 HRS. 
F weown FE bivorceo [] AN /G - MELD ey Feri | ays Hours | Min. 
fe] 


‘W0a. USUAL OCCUPATION (Give kind of work 
done during most of working life, avan If retired) 


10b. Kil F BUSINESS OR Bs Hi. BIRTHPLACE (State of foreign count ee | CITIZEN OF WHAT COUNTRY? 
| YOU SE WIFE OWN SAME | PIBRYLAN GSTS oa 
13. FATHER'S NAME 14, MOTHER'S MAIDEN AWD 


UARLES  CKABES | WyssouR! MUNIEPLE 


/ 75. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. idrass MP 
{Yes, no, or unkown] | (Ifyesgivewerordetesofservica)| 


in 24 hours after death. If any 


1@ certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fune: 


event within 72 hours after death. 


ansit permit. File pages 1 and 2 with the State Bos 


: 5 NWoWwe _\DokogHy CRLMBRORE PP LUM W 06 d 
18. “CAUSE -OF DEATH ‘[Enter only one cause per line for (e} {e}, (b}, ‘and (c).) . hel f— 
PARTE DEATH Was causeD BY SS odd ae = To 


along with form PM3. Page 5 may be retained for 


i, 7 x DUE TO 


Conditions, if any, which (b) rhaug = 
gave rise to immadiete cause ~ : —|- — 


te should be executed wii 


(8), stating the underlying celal! 


{ch 


= zl Tl. OTHER SIGNIFICANT CONDITIONS | CONTRIBUTI DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lle) 19. WAS AUTOPSY 
5 Al = | PERFORMED? 
2 3 : i ves []] No] 
= & | 2oe. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part f or Part Il of item 1B.) =. 
os & | PRIMARY (] or CONTRIBUTING [] 
is | CAUSE OF DEATH. 
z 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (State) 
Ss Haaras eid While __ Not While fectory, street, office bldg., ate.) | 
: iu. 19 at work et work | 
LI 21. I certify that | took charge of the remains described above, held an Autopsy LI Inspection | Inquiry , and in my opinion 
a = P 
at death resulteg/from: = Natural causes ‘Es! Accident is} Suicide | «= Homicide Oo Undetermined manner oO 
g 
a 


CHIEF MEDICAL EXAMINER ["] 
DY ASSISTANT MEDICAL EXAMINER [_] 


er 
DEPUTY MEDICAL EXAMINER 


am: 


please ex: 


or its designated agent, prior to burial, cremation, or removal, and in 


4 should be forwarded to the Chief Medical Examiner's O: 
TO FUNERAL DIRECTOR: Page 3 should be used as a buri 


Ma Mar Address (Street, city, town, of county) 
lhe ES ae & 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) — 


= Lbs LUTHERAN. eer Seem: 'S SIGNATURE 
beer te. Que, ee 


TO DEPU' 


aw 
md 

“ 

= 
a 

o-) 

a 


f Uf DIRECJOR ‘ADDRESS, 5 da, REC 
ys. nk \ F > Ld), 


— 


ld 


in 24 hours after 
Id in by the funeral 


withi 
@ 
s. Pages 1 and 


jely 


irs after de 


72 


Bs} 
2 
a 
3 
3 
x 
o 
2 
0 
24 
= 
s 
& 
oo. 
o 
o 
73 
o 
eS 
a 
2) 
2 
2 


or attending physician. 
‘ate has been signed by the attending physician and complet 


as the burial-transit permit. Then please remove carbon 
to burial, cremation, or removal, and in any event, wit] 


may be retained by the hos; 
DIRECTOR: After this cer: 
for, page 3 should be detached for use 


be filed with the State Dept. of Health prior 


dir 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law r 


VR AIS (4) 
1SM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION Clb TLE RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


tUS4 CERTIFICATE OF DEATH 


ie PERCE OF DEATH =a 7, USUAL RESIDENCE (Where deceased lived, If Tnatiiuitera Renidercetbelpreredralssioni 
¥ b. COUNTY. y, 
arrell MRED wary laria Pts y oR Ment, 7 


b. CITY OR TOWN (if outside ory limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, writa RURAL and give neerest lown) 


Sykesville, vhary” ‘lana 12 Days Silver $pring 5 


d. NAME OF HOSPITAL OR cai {if not in hospitel, give street address) d. STREET ADDRESS: ¥ H pe e “ig RESIDENCE 
Springfield State Hespital 412 2 Vierling Dre ves [] NO 
3. NAME OF “First 3 a = ~ Last 5 & Month Dey Yeer 
DECEASED 
iveeienear Jesephine Cunningham Sept. 8th. 19 62 


5. SEX ]6- COLOR OR RACE| 7, married [CINever MARRIED [-] | 8 DATE OF BIRTH "|9. AGE (In years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 


female White | wwowe fj vivorcen [] Feb. ¢ (89 8 et me ort raga | Hews t ume 


Ya, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or a “country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife Ireland | U.S. 
13. FATHER’S NAME ¢ 7, aay 14. MOTHER'S MAIDEN NAME 


Michael Devaney bekorrtsT Cg theese Zarrel{ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgiv ‘or datesof service) 
| WoO Mone Geo Cunningham tla ViearinG DR. agg 


me Elle iG wl ae alae Silveh Shrin 
18, CAUSE OF DEATH jEntar only ona cause per line for (e}, (b), enc INTERVAL BETWEEN 


: s ONSET AND DEATH 

PART |, DEATH WAS CAUSED BY, : eu 

4 IMMEDIATE CAUSE 'o Otevgslertig Meat Opaeare S “pa: 
Af a Gt DUE TO . c Z | & 

Conditions, it eny, which (b) eon _ ters Lepore. 3 ae. ; 


Geve risa to immediete couse 
la}, steting the underlying ( OUETO 
cause lest, {e) | 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1ia)| 19. WAS AUTOPSY — 
ae PERFORMED? 
YES NO 


/20a. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier neture ol injury in Peri | or Pert Il ol item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Sk 
Hour e¢.m. While __ Not While factory, street, office bldg., etc.) | 
ie. 19 et work ["] at work 


21. | certify that (I) (this hospital) atfended the deceased fromi....2L Ze cover 19-4¢2 t0......4..). 19a that (I) (we) last 


saw the deceased alive on.. Ts Bs 1942, and that death odtirea 130K, from the causes and on the date stated above, 


MEDICAL as 


ATTENDING 


22e. SIGNATURE oa oe le 
es ing ‘ wad ip. | PHYS. Oo DIRECTOR mle Phys. DX wil glo: 


‘22e. PHYSICIAN'S: 22d. ADDRESS. 


NAME (Typ el V7, 


23a. BURIAL, CREMATION, 23b. DATE THEREOF a NAME OF TE OF CEMETERY OF ss CREMA 


24 at "Ss kee ie fo Bee Beet Lav | REC‘D BY REGISTRAR | 256. REGISTRAR’S SIGNAT! 
Palek en CK Son SH 13 1962_/ Phe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


ede 10418 CERTIFICATE OF DEATH 10412 
= 33 y. panera DEATH ~~ 2. USUAL RESIDENCE (Where deceased lived, If inslitulion: Residence bafore admission) 
ce pre . COUNT! de 
4 - ee Carroll 7 eos a. STATE Maryland b. COUNTY 
2 = 28 b. CITY OR TOWN (i outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporeta limits, write RURAL and give nearest town) 
t eB au write RURAL end give nearest town) , 
S e-s —|Rural--Sykesville 4m. 19days Baltimore Sy pile 
& 3a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS “Te. 1S RESIDENCE 
ae | ON A FARM? 
WE 3 Springfield State Hospital 3527 Woodstock Avenue ves ] NO PQ 
on "3. NAME OF “first is ean Saw 4. DATE. Month Dey Year 
Oo DECEASED | OF 
Ciyeeletiecon Kathryn Mary Donovan | DEATH 9 2319 62 


5. SEX 6, COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [-] | & DATE OF BIRTH 9 ASE ils Ge 


female white wipowen PX] pivorceo [ ] 12/, nf ede yrs, 


Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND QF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Counly & State, or foraign country) | 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, avan if retired) | 
Housewife ss» New York USA 


13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 


|_TF UNDER 24 HRS, 
eye | Hours Min. 


ate has been signed by the attending physician and completely 


unknown unknown 
f WAS prceas Gas INUS. AED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address 
‘as, no, or unkown) | (Ifyesgiva warordatatofservice) 

no Springfield Hospital records - Sykesville, Md. 
¢ “| 18. GAUSE OF DEATH [Enter only one eause per line for (a), (b), and (c).) INTERVAL BETWEEN 
:4 PART I. DEATH WAS CAUSED BY: Ghee 
3 OATH Watt caver e_ Arteriosclerotic cardiovascular disease years 

7 | 

cs é Los | DUE TO r | 
= Conditions, if any, which Dehydration and malnutrition | days 
zg eve rise to immadiata cause ; a & | 
te {e), stating tha underlying f° CUETO | 
! causa last, > wee () =. | —— 
ee PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TI TERMINAL L DISEASE “CONDITION GIVEN IN PART Ma) WwW. WAS AUTOPSY 


CIAN: The law requires that the death certificate be executed 


Chronic brain syndrome with cerebral arteriosclerosis with psychotic [ves [] No By 
20a, ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pat lor Part Il of tam 18.) peactlone 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


200, PLACE OF INJURY (Homa, farm, | 20f. (City or town] (County) (State) 
factory, siraet, office bldg., etc.) | 


H] 


20d. INJURY OCCURRED 
While Not Whils 
at work [_] ot work [_] 


20c. TIME OF INJURY Month, Day, Yaar 
Hour @.m, 


MEDICAL CERTHICATION: 


19 
|. | certify that I (this cee 
saw the deceased alive on. 


frit DPQ Y......, 19.Q2 that B (we) last 
‘om the causes and on the date stated above, 
ee ~ 2b, DATE 


MD. sens DIRECTOR (i) mas. t 9/2h/68'9 
72a. AODHESS Soringfield State Hospital 
mee B.S Sykesville, Maryland i 


2b DATE THEREOF % “NAME OF CEMETERY OR CREWFORY 23d, LOCATION Peeking town or county) (State) 


Le at af 4 We MS Aw 
‘25a, REC'D BY REGISTRAR 25b. REGISTRAR’ Lee 
vareS FP 9 6 rida CLiestlg Nascige 


23a. BURIAL, CREMATION, 
REMOVAL (Specity) 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wi 


TO HOSPITAL OR ATTENDING PHYSI 
death. yy may be retained by the hos; 
TO FUNE DIRECTOR: After this cer! 


VR AIS (4) 
15M 7/61 


e funeral director, 


ig@umter death. Page 4 
Pages 1 ond 2 shauld be filed with 


nd 


The low requires that the death certificate be executed within 24 hau: 
Then please remove carbon popers. 


by the hospital ar attending physician. 
TO FUNERAL DMMECTOR: After this certificate has been signed by the attending physician and completely filled in by 


ATTENDING PHYSICIAN. 
the registrar prior ta burial, crematian, ar removal, and in any event within 72 haurs after death. 


poge 3 should be detached far use as the burial-transit permit, 


TO HOSPITAL ©; 
may be retg 


< 
& 
es 
a 
= 


1SM 9/S8 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10419 CERTIFICATE OF DEATH De mL O413 


1. PLACE OF DEAT! me cope RESIDENCE (Where deceased lived. If institutian: Residence before admission) 


9. COUNTY 7} oer 4 RARYLANO b. COUNTY TD 


b. CITY OR TOWN (If outside pore limits, weite | ¢. LENGTH OF STAY IN 1b c. CITY esd T If outside corporate limits, write RURAL and give nearest tawn) 


LE bre _Mars ; 


e. 1S HENGE 
ON A FARM? 


+t 


d. STREET ADDRESS. 


OF, eae (s 9, AGE (In dears UNDER 1 YEAR| IF UNDER 24 HR‘ 
lost biethdoy) [Months] Days | Hours] Min. 


hile wivower pivorceo [] Ss. yi S00 /FE3 ys. 


100. USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY 11. hae {State ar foreign country) 


during mast af working life, even if retired) 
tou se tuipe at Mary la WL 
13. FATHER'S NAME fe 14. MOTHER'S MA(DEN NAME a. 
Mh ara )¥orr b Mary a Teaata hes 


15. WAS DECEASED EVER IN U. S. ARMED F@RCES? [16. 1 CURITY NO. es: Address 


(Yes, no, oF unkown) ere vid Dulaney \ 6 be Jtd. 


awe 
18, CAUSE OF DEATH [Enter anly ane couse per ling*Foio), (bl, ond (c)] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Veihoe ss spel 
IMMEDIATE CAUSE (o} as 


ves ENO PR 
3. NAME OF i 4. DAT 
DECEASED | peat ee e Manth Day Year 
(Type or print) Zz on ome 
6 R OR RACE | 7. MARRIED] NEVER MARRIED [] | 8. DA’ 


12. CITIZEN OF WHAT COUNTRY? 


ty lA. 


DUE TO 


Canditions, if ony, which (b) ne OP eaters 


gave rise ta immediate 
cause {a), stoting the under- ( CUETO 
lying cause lost. 


foctary, street, affice bidg., etc.) | 
I 


A Paar I. OTHER SIGNIBIER DITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
iF; ’ PERFORMED? 

3S ¢ ves 1] NO BK 
= 200. ACCIDENT WAS UNDER 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 

& | OR CONTRIBUTING-FYexuSt-OF DEATH 

S| (iF EITHER, NOTIFY MEDICAL EXAMINER) ae os or a 

fe] 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) {County) (Stote) 
& 

3 


2c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Hour o.m. il i 
ue eS = 
em. 


2.1 certify thot | attended the deceased fram L4 pe sae cori Gf, to. 
een SES death accurred at. 15%, 


i/ 
Lift a2 __, 194 Fhat | last sow the deceased 


, from the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) Les SIGNED 


Mec, es OF CEMETERY OR CREMATORY 2d. col (City, tawn, ar county) Z . y”” 


Cnt, 
—————— 
Ro. ORNS rae ‘2. DATE 25-8 
OV. perty) O 
(Zecca k 


}23,-RUINERAL DIRECTOR'S SIGNATURE 


_ 


DRES: 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
na} 


Liayl tr tg h 
tay le a 


DATE 


X 1 (' MARYLAND STATE DEPARTMENT OF HEALTH 
y xt o'r f,STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE 42 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1044.5 


HEALTH DEPT. 1. PLACE OF DEATH _ 2 “USUAL RESIDENCE (Where aeeieed lived, W institution: Residence befora admission) 


a. COUNTY ALSTATE b. COUNTY 
MARYLAND 


Meas b. CITY OR TOWN {if outside corporate limits, ‘| ¢. LENGTH OF STAYIN Ib || —_c. CITY OR TOYPN (If outside corporeta limits, write RURAL and give nearest fown) 


write RURAL and giye nearest town)" i a ae 
so ls x 


IOSPITAL OR INSTITUTION. {if not in hospital, give streg@/address) J. STRE! ADDRESS ! s. IS RESIDENCE 
ON A FARM? 
th 3 | ves [] No 
4 Bsad 7. Year 


Rete Tua wy ue Fee say, Som [S062 


5. SEX 6. COLOR OR RACE|7. marRieD ee ‘MARRIED Oe ‘DATE OF £3 oy 9. AGE = jars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


necessary, 
irector, Page 
jqur files. 


2 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit, File pages 1 a 


est — lesa ‘Days | Hours | Min. 


wipowep [| IVORCED olMe / 
10a. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | CL, ed, Lott ‘or a oe. 12, CITIZEN OF WHAT COUNTRY? 


‘Lal most of working ae a relired) Ly - Fah Y ; S tw 
3. FATHER’S NAME, fs. MOTHER'S MAIDEN Capa by a 
cs lyelileg EVER IN U.S. ARMED Sitch fs. SOCIAL SECURITY NO.| 17. INFORMANT nr ©) LS O772L Laden 


(Yes, no, or unkown) | (Ifyes give warordalesof servi 


= ae —_— BAS-/ SS b) Mya ee VDk-2, 

7] 18. CAUSE OF DEATH [Enter only ona cause per line for 41S) C\Uttea Ones 3 ~ Pe “/) ANTERVAL BET 
rr-soaniyessanet CORONARY Woes shod 
“ ag) / DUE TO 


Conditions, if any, which 
to immediate cause 


~ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL ‘DISEASE CONDITION GIVEN LIN PART a 19. WAS ‘AUTOPSY 
"i pe ee PERFORMED? 


| ves Oxo 


20a. EXTERNAL CAUSE WAS. 20b, DESCRIBE HOW INJURY OCCURED. (Enter natura of Injury in Part | or Part Il of itam 18.) 
PRIMARY [J] or CONTRIBUTING [) 
CAUSE OF DEATH. 


20. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) ~ (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) | 
amis eae veer 


iting the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fu 


wri 
MEDICAL CERTIFICATION 


21, I certify that | took charge of the rae described above, held an Autopsy LI Inspection Inquiry and in my opinion 
death resulted from: Natural causes Accident ek Suicide [_], Homicide oO Undetermined manner 0 

CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


DEPUTY MEDICAL Lm = Gis ot 


Addrass (Streat, elty, town, of county) 
74h re & Boe ae 22d. LOCATION (City, town, or country) ~{Stala) 


J 
> 
= 
5 

€ 
A 

3 
cs 

< 

‘a 
: 
3 

£ 

x 

A 

< 

& 
B 

3 
3 
3 
x 
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a 
3 
3 

£ 
cd 

2 
5 

3 
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= 
fa 
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ihe certificate, 


M.D. 


ic 


or its designated agent, prior to burial, cremation, or removal, and in any event within 72 


please e: 


DA, 
Menage EP | 'D BY § 1964 24b, REGIST SIGNATURE 


TO DEPU 


VS. AISME 


5M 7/59 DATE ny, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION tere RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTRICATE OF DEATH 


1. PLACE OF DEATH = 12, USUAL RESIDENCE (Where deceased lived, If institution, Residence befor 
pssst? @. STATE b, COUNTY 


Carroll _ MARYLAND Mary: 
|b, CITY OR TOWN (Hf outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL end give neerest town) 
write RURAL ond give nearest town) 


Sykesville 3mo, 21dys. Baltimore 2 


——— a - —_. —— 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give streel eddress) d, STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


Springfield State Hospital | 1106 Ashland Court ves] NO 


| 3. NAME OF First Midd Last | 4. DATE Month Dey Yeer 
DECEASED 


Eerie) Laura Glennon | 5a" September 13, 1962 


24 hours after \e“< 
ral 


in by the funer 


Then please remove carbon papers. Pages 1 and 2 


attending physician and completely 


3. SEX 6. COLOR OR RACE|7, aRRieD [] NEVER MARRIED [~] | 8 DATE OF BIRTH oars. eee ae /Iabees vex UNDER 24 HRS. 
. Months! Days | Hours Min. 


| Female | White wipoweo [X]__pivorceo (_]| November 10, 1882 79 >=. 


TOs. USUAL OCCUPATION (Give kind of work | t0b. KIND OF BUSINESS OR INDUSTRY | 11. GIRTHPLACE (County & Siate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | | 


_Housewife - Maryland | U.S Ae 
P13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


| John A, Alexander | Laura Harriman 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (If yesgivewerordatos of service) 


No_ - - Springfield Hospital Records 


“] 18. CAUSE OF DEATH [Enter only one cause por line for (e), (b), ond (e)] “INTERVAL BETWEEN 
ONSET ID DEATH 

TI. ATI ‘A: AUS! t 
PART |, DEATH WODIATE Cause e) ArterLosclerotic heart disease. ears 


Ub x oO DUE TO 


Conditions, it eny, which ») Generalized arteriosclerosis, | Years _ 


geve rise to immediate cause | 


, and in any event, within 72 hours after deat 


jal-transit permit. 


(e), stating the undetfying ( OVETO 
couse last. * teh 


“PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ‘TO DEATH H BUT NOT ELAR IP i Sau hire “obrePe teitit, PART Ma) 9. WAS AUTOPSY 
C.B.S., cerebral arteriosclerosis, 1 without phrases ves [] NO [5b 


20, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter ‘of injury in 
OR CONTRIBUTING [] CAUSE OF DEATH 
(F EITHER, NOTIFY MEDICAL EXAMINER)| 


ital or attending physician. 


DIRECTOR: After this certiticate has been signed by th 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. ' 20F. (City or town) (County) (Stete) 
Hour e.m. | white Not While | fectory, street, office bldg., ele.) | 


pam: 19 jet work {_] et work | ! 


. U certify that (I) (this hospiial) attended the a" fromisnc:ee that (1) (we) fast 
saw the deceased alive on.. 9-132... ADS 62. ., and that death S ceived a Or, “Bait Me causes and on the date stated above. 


ee ATTENDING MED. STAFF i S ONE 
=p he. Lef One — _|PHys.  [] director [[] PHys. 9-13-62 % 
PHYSICI, ‘22d. ADDRESS 
Agustin del Campo, M Springfield State Hospital, Sykesville, Md. 
238, “BURIAL, CREMATION, 23b, DATE THEREOF ts NAME OF CEMETERY OR CREMATORY ~ ([2ad. LOCATION (City, town or county) {Stete) 
tee pe locoe Mt. Olivet Cemetery | Baltimore 
VR AIS {4} 24 24 FUNERAL DIRECTOR'S 5 SIGNATURE ‘ADDRESS 25a, "REC'D BY REGISTRAR 28b. REGISTRAR’ "5 pe 


Mg aie! Wm.Cook,Inc., 1217 St.Paul Street,Zone 2 loanSEP 17 196 


4 may be retained by the ho: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the bi 


death. P, 
TO Fi 
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MARYLAND STATE DEPARTMENT OF HEALTH . os 


ra 
1 meng PbS ATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND a6 
 . 
FOR STATE MEDICAL pie a S CERTIFICATE OF DEATH 1 1685 
LTH DEPT. . “PLACE OF y DEATH _ ~ 2 “USUAL RE RESIDENCE (Where  decoosed Tived; Win institution: Wena nee iBelore Warilaion 
e *. COUNTY ||». STATE b. COUNTY 
ce | __Carroll County MARYLAND Maryland Allegany _ 
EE ~b. CITY OR TOWN (if oulsida corporets limits, ¢. LENGTH OF STAY IN Ib | eo city ORTO (Il outside corporate limits, write RURAL end give neerest town] 
se ie RURAL and give nearest town) 
ane kesville, Maryland 28 yrs. Sitown,i Maryland a, . > 
52 i rr S E OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress d. STREET ADDRESS @. 1S RESIDENCE 
2a ) ON A FARM? 
- 
Weed ______Burich Price Farm ~ Brangle Road ( Speinatieas State . Hospital) ves [_] No 
ee an 3. NAME OF First Middle Yeor 
ek eS DECEASED 
i (T int) see 
Zogee lek tle CALVIN ORIE GROSS September 17 19 62: 
Bo yn 5. SEX 6. COLOR OR RACE) 7, saRRieD [~] NEVER MARRIED [KX] | 8. DATE OF SIRTH 9. AGE {In yoers |IF UNDER1 YEAR| IF UNDER 24 Hi 
Sua eN | last birthdey) Manis Deys | Hours Min. 
58 Enc ‘White wivoweo [|_| DIVORCED 3/1 0/09 yes, | | 
Ei lRe ) We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (Stete or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
or Fae done during most of working life, even if retired) ‘a 
e844 Laborer Oldtown, Maryland | dite Bape 
xe? ry 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Noa? 
£Gef5 er =plesiey Howard Gross Z _Lavenia Twigg 
Ss ed 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
Bee (Yes, no, or unkown) | (Ifyesgivewerordetesofservice)| 
ra 
Besse |_No na bar | None Hanson Gross, Oldtowm, Maryland ; 
B= one 18. CAUSE OF DEATH [Enter only one couse por line for (e), (b), and (e).] INTERVAL BETWEEN 
SERS * ONSET AND DEATH 
| tae ees ‘ART J. DEATH WAS CAUSED BY: 
ba2ke ~) v Mweiate cause) Arteriosclerhtic cardiovascular disease 4. 
Ht || A220) me 
= eng 
3263 » Conditions, if ony, which (b) 
joo 0 5 geve rise to immadiele ceuse 
2s 3 2a (e), staling the underlying DUE TO 
SSEveé cause last. (c} | 
2 en Ane == = —_ —— 
vo BS x pled z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T! ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. \e}| 19. WAS AUTOPSY 
sou gn ‘2 = PERFORMED? 
ee ere Seo ee ae = : Mac (ES) 
i o i. 3 © | 20a. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Part il of item 18.) 
aesee & | PRIMARY [1 or CONTRIBUTING [] 
Ho, a 5 U | CAUSE OF DEATH. 
eo = 2 =s = " 
g eee8 a G | 20c. TIME OF INJURY — Month, Dey, Yeor | 20d. INJURY OCCURRED 2De. PLACE OF INJURY (Home, ferm, ' 2Df, (City or town) (County) (Stete) 
E 5 ard 3 5 a | While __ Not While fectory, street, office bldg., etc.) 
ees = +2" 19 jet work el work | i 
wetao a, ae oe 3 a Fi aRY 
ae 202 21. I certify that | took charge of the remains described above, held an Autopsy ps Inspection ie) Inquiry a} and in my opinion 
6538 @ death resulted from: Natural cayses [XJ Accidgnt [_]. Suicide [_], Homicide [_], Undetermined manner [_] 
8 
Ae sao CHIEF MEDICAL EXAMINER [[] 
=caA *. 
Boe5 0 ACTUAL ASSISTANT MEDICAL EXAMINER [3G DATE SIGNED 
3 ¥, SIGNATURE _ é M.D. 
> J “ és eniaiihie DEPUTY MEDICAL EXAMINER 
a ADI 
e sat 2| | Name (Type) - SHAUB, M. D. Address (Street, city, town, or county} September 18, 1282 
nl Be 2 3 ~|'22e. BURIAL, CREMATION,| 22b. DATE Ge t 9M NAME OF CEMETERY OR CREMATORY ‘| 224. LOCATION (City, town, or country) {Sree} 
Babee REMOVAL (Specily) 
OoOavror I M 
sae 110/27/1962.__' Oldtowm Cemetery _| Oldtowm, Maryland 
23. FUNERAL DIRECTOR "ADDRESS Dae. 


C'D BY. REGISTRAR REGISTRAR 3 SIGHATUI 
Cumberland, Maryland | par OCT 59° 1962 YC Peoaitis Nandge. 


VR AISME 
5M 162 ORL 


MARYLAND STATE DEPARTMENT OF HEALTH 
eal ere RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 1041'7. 


iter | 


ee wy "226. DATE 
purines aio ED. STAFF SIGNED 
mp, | PHYS. ointcron O PHYS. [_] 


a 


s pz \) 
= $2 = = L 
3 1 ; ar, = 
. §2 PLACE OF DEATH = Py len Nursing Home 2 pan RESIDENCE (Where deceased et ane Residence before edmission} 
3 29 Carroll Co Sykesville = manvtanp ___ Mids Balto oO! . 
= 328 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b c, CITY OR TOWN [If outside corporate limits, write RURAL end give neeres! town) 
yar write RURAL end give nearest town) Mos. 
aor _Rural- Sykesville Randallstown, Md x 
e ae a. NAME OF a ‘OR INSTITUTION (if not in hospitel, give street eddress)_||___-d. STREET ADDRESS “| a. 1S RESIDENCE 
Se es ON A FARM? 
ES a5 
ae GS __ Pullen Nurding Home, Sykesville, Md | 9015 Marcella Rd. _| vs] NORD 
£ sia . NAME OF First Middle Last 4, DATE Month Day Yeer 
3 agh paceesany OF 
2 Foc '¥pe or Prinl] DEATH 
Se fo a John  —-_— William Hagenrater | ngs 17- W962 
s 8 5k 5. SEX [é COLOR OR RACE|7, maRRieD [_] NEVER MARRIED [-] | 9- BATE OF BIRTH ‘]9. AGE (In years |IF UNDER 1 _IF UNDER 24 HRS. 
2 BN lest birthday) |"Months| Deys | Hours | Min. 
oy F3 ul WIDOWED DIVORCED a 3-11-1879 83 = 
€ sf = J ‘of work | 10b. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 2g é x done during mos! of working life, even if retired) rdeni ng | 
5 Fst |__ Laborer | 3 x : Randallstown, Md | USehe 
e Date 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
® 285 
3 328 Henry Hagenrater _ welseene Katie Spealman. 
e £§—> 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Add dal 
= 323 (es, no, or unkown) | lf yesivelwerordetesofservice)| Randellstew, Ma. 
= ° 
Se eeae foal 0 eee ‘ 219-10-8888 | John Hagenrater 9015 Marcelle U7 ies 
a zE ‘4 . ‘OF DEATH [Enler only one cause per line for (a), (b), end (c).)_ ~UNTERVAL BETWEEN 
& 2285 |. DEATH WAS CAUSED BY; G U4 vest l. t » | ORgPL ADORE 
B28 oe IMMEDIATE CAUSE (e)_ i fatter = 
faags ob DUE TO 176 za 
= L Sede 
£555 5 Conditions, if eny, which (b} saat — 
ef BOS geve rise to immediete cause _ 4 
$i. 
es Pai (a), stating the underlying ( CUETO 9-/ / 7 or 
ee a EES (s} 
Goes —— = ————— —— 
me les z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA IVEN IN PART 1{e}| 19. W. 
ae Seo Q PERFORMED? 
assess 3 , 2 : — ves [] no 1. 
bool s & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Ped Il of item 18.) 
=o 2 2 | OR CONTRIBUTING (_] CAUSE OF DEATH 
me 2235 U | UF EITHER, NOTIFY MEDICAL EXAMINER) 
re » — — —_ 
gs S62 3 | 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY [Home, farm, j 208. (City or town) (County) (Siete) 
as <2 a Hour e.m, While _ Not While factory, street, office bldg., etc.) | 
ae 0 a = P. 9 work et work 1 
3 2088 certify that (!) (this hospilal) atlended the iv. from. that (1) (we) last 
Ce.) ues saw the deceased alive on. 6? and that death” occured/ & EBA om the causes and on the date staled above. 
et re 2S ——— 
Ofna 2260. SIGNATURE 
EA, ® 
= 
be 
a= 
ee 
£3 
ge 
38 


rS] 22c. PHYSICIAN'S ‘ 224. ADDRESS 

=] 

Pa Zee Dn F-18- bv 

Oc ——————— = - oo S ee 

ig 7a, BURIAL: CREMATION, | 23b. DATE THERE | 3c. NAME OF CEMETERY OR CREMATORY 73d. ak (City, town or county) (Stete) 
REMOVAL (Specify) 

ave Ye, Le | MT, Oleh ye C Old Court Rd. Randallstown, Ed 


u IATURI ADDRESS prary to . Miedo BY REGISTRAR | 2Sb. page “$ SIGNATURE 


Lede ota. aber a —PABEP 21 1067 fOlercbog \uectge 


VR AIS (4) 
1SM 7/61 


er death. Poge 4 


6 


CTOR: After this certificote hos been signed by the attending physicion ond completely filled in by Ye funerol director, 
Poges | and 2 shauld be filed with 


Then pleose remove carban popers. 


ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 hours, 


by the hospital or ottending physicion. 


a 


page 3 should be detoched far use as the burial-tronsit permit. 
the registror priar ta burial, cremotion, ar removal, ond in any event within 72 hours ofter death. 


TO HOSPITAL 
may be reto, 
TO FUNERAL 


o< 
ga 

> 
2a 
g— 
38> 


| 
AY) 


z MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10424 CERTIFICATE OF DEATH 40418 


Reg. Dist, 
1. PLAGE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived. If institution: Residence before admission) 
oO. oO 
CARROLL Cu MARYLAND MARELANL b. COUNTY CARRELL 
CITY OR TOWN [IF ovkide corporat limit, write Te. LENGTH OF STAY IN Tb || «. CITY OR TOWN (fF ouide corporate limits, write RURAL ond give nearest fown) 
ond give nearest town) ie ~_ 
LESTAVINSTER, MP| 30 RS VEST yy STER, 710. 
d. Seen Mar lie (If not in hospitol, give street address) | d. STREET ADDRESS e. Pap kat e3 
oe { AL 
Bye’? CARROLL STREET Sy CASeRaLt aS Ys ves (] No Bh: 


3. SO First Middle Lost 4. a Month - Day Year 
teen) GL ORG FRAVKLIA( HAHN | tam SEPT S37 yw EX 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS. 


An WIDOWED fa pvorceo ] SEPT, R Ve IH lost birthdoy) Poe | 


Too. tar [AL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Sfote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


ATIoN O/eRATOR |GAS*FLEC, CO, | MARLAND. YSA, 
13. FATHER'S NAME 2; 14, MOTHER'S MAIDEN NAME oy 
JAMES HAAN MAR &. AL BERT 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Absrey A RROL LL sj, 


yee |e 2ip-ase yest Sev- Go L, HAN SUES Est ih Ag 


18, CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond c).] % Beak hes RET eee 
PART |. DEATH WAS CAUSED BY: y soe 
° IMMEDIATE CAUSE (o} 


3324 me \ S , ee 
Conditions, if ny, which ie a 


gove rise to immediote 


couse {o), stoting the under. ( OVE TO 
lying couse lost, © 
Paar Il. OTHER SIGNIFICANT CQNDITIONS C@NTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
\ FA f \) y agen te 
cf ( AO X_0 4) (VV Let. me NO _- ves] NO 


20a, ACCIDENT WAS_UNDERLYING (L) 20b. DESCRIBE HOW INJURY OCCURREDS noture of injury in Port | of Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F {City of town) (County) {Stote) 
Hour 0, m. While Not while foctory, street, office bldg. etc.) | 
' 


p.m. v fot work [7] ot work 
21. 1 certifg>thd) | 
alive an_ Caw 


So, 1) 
aes the deceased fram \\ a 9d ta. AS Z.. 19. Aho | last saw the deceased 
et r oe ie Q— x4 that death occurred SxaD-Pm) from the causes and an the date stated abave. 
N 
ACTUAL 
SIGNATURI 
PHYSICIAN’ ~ 
NAME io Veese 


er ADDRESS (Street, city or town, stote) a, TE SIGNED 
ns Aine a 
Nv 
BURIAL ACREMATION, | 22, DATE, 
REMOVAL (Specify) GS 
[50/4 


23, FLUNERAL DIRECTOR'S SIGI URE 


- 
Q 
= 
=< 
= 
Pd 
o 
te] 
z 
g 
a 
& 
= 


22d. LOCATION (City, town, or county) (Stote) a 


ELST JOANS CEMETERD| WESTHINSTER , AD 
ADDRESS 2da. RECD BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


PY WESTP IW STER AD. |oue SEP 10 1962_f Horley Jaeger 


oe ‘22c. NAME OF CEMETERY OR CREMATORY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


‘a 0425 CERTIFICATE OF DEATH 10419 
a 24 1. PLACE OF DEATH ~~ r 2, UBUAL RESIDENCE (Whore deceased lived, If institulfon: Residence before admis 
o 25 COUNTY a. STATE b. COUNTY 
a 2c he . _Maryianp || Maryland __Montgomery 
= 233 B. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN [If outside corporete limits, write RURAL end Give neorést town) 
xz a5 bd ‘write RURAL end give neerest town) 
a2 | Rural-- Sykesville _|3yrs.8mo.2hd. || Washin; _Grove. h. ) tS les) 
2 = d. NAME OF Te ns ‘OR INSTITUTION {if not in hospitat, give street eddress) d. STREET ADDRESS IS RESIDENCE 
ay ON A FARM? 
aw 8 __ Springfield State Hospital ie | 127 Maple Ave, ves (] No (t 
£ gen ‘NAME OF First Middle Last ~ 4. DATE “Manih Day a 
3 aqQ = OF 
© ¢€%e I (Type or print) | DEATH 9 22 19 
5 3 oN ‘S. SEX 6 aes Tiening 7 Hendricks =y 19. AGE (In IF UNDER T YEAR| IF UNDER 62. 
8 = F MARRIED [_] NEVER MARRIED [| ®- > * mercer nici Bogs | Hour 
oie jonths ye jours 
a el ¢ Female White | wioowe[] _divorcen 2-23-80 ‘. iS yr. * | pe: J | 
g >> 10a. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 32, CITIZEN OF WHAT COUNTRY? 
= o é Be done during most of working life, even if retired) "Ei | 
§ £286 elf landscaping Tndianad vu : 
= of e 13. a a ill Florist- —— ne MOTHER'S MAIDEN NAME SoA. = 
8 £85 
S Bos George D, Hendrix —___ a need | __Naney Brooks Ps 
o 2 . as 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ ws cae g (Yes, no, or unkown) (ityesgivewerordetesofservice}| 
Hat ING — Springfi 
= Ee “18, CRUSE OF DEATH [Enter only one cause per line for (e), (bj, end (e).1 Pr ngfield Hospital Records, Sykes haw 
Sudee ONSET AND DEA! 
°o PART 1. DEATH WAS CAUSED BY, 
3 3 a yim caust (e)__ Cardiovascular failure - 2 hye — = 
; <_ QUE TO 
eG eonation if env 4- _ Dehydration _ » 1 mo.20d._ 
4 geve rise lo immediele ceuse DUE TO 
i (2), stating the underlying 
= once Wot. Generalized arteriosclerosis disease Ss fe) 
tele lll i = - [> 9 o\ we 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e}) 19, WAS AUTOPSY 


PERFORMED? 


. : YES NO 
BS associated with cerebral arteriosclerosis with psychotic reaction CHE 
20e. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURED, (Enter neture of injury if Per¥ I or Pert Il of item 1 
OP CONTRIBUTING [-] CAUSE OF DEATH | 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | 


20e, PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (Stete) 
factory, street, office bldg., etc.) | 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 


20d. INJURY OCCURRED 
While __Not While 
et work [_] at work 


After this certificate has been ig 


director, page 3 should be detached for use as the buri 


MEDICAL CERTIFICATION 


19 
. 1 certify that (I) (this hospital) attended the deceased from coe , 19. 62 that (I) (we) last 
9 22m......19... 62 3 and that death occured iO: 3QAM om the causes and on the date stated above. 


saw the deceased alive on.. 


TTENOING 7b. GND 
A r 
2 ee Ras Mp. | PHYS. bid] DIRECTOR "a PHS. [el 9=22—62 


224. ADDRESS Springfield State Searore 
Sykesville, Md. 


DIRECTOR: 


4 may be retained by the hospital or attending physician. 


iL 


a} 


” NAME (Type) 


Edward F, Kerman_ 3 = 
iN, ia “DATE THEREOF — ie: NAME OF CEMETERY OR “CREMATORY, 123d, LOCATION (City, town or county} = (Stete) 


T-UF-@U Forest Oak Pea’ Gaz trersbong ay 
NATHRE 


\ 
VR AIS (4) 24 FUNEEEL TOR'S SIGNATURE DBRESS Ryn 252. REC’D BY REGISTRAR REGISTRAR'S 
16 © Driewnd 
ie AY EN Pe eS gs loan SEP 25 02 fOCordes 


death. 
be filed with the State Dept. of Health prior to buriel, cremation, 


TO F 


TO HOSPITAL OR ATIENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1QQGZE CERTIFICATE OF DEATH 10420 


PLACE OF DEATH ? -* ~)) 2, USUAL RESIDENCE (Where deceosed lived, If Insiitulion: Residence before Taminsiog) 
e. COUNTY 
@. ST, 


Carroll MARYLAND flaryland a “*Yiontgomery 


~b. CITY OR TOWN [if outside corporate limits, "| e. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporate limits, write RURAL end give neorest town) 
write RURAL and give neerest town) 


Gg ¢c 
ers Sykesville OR INSTITUTION (if condos Mays. c 4. aery Chase b = Is ts IDENCE 
Springfield State Hospital __ | _ 8602 Johes Mill Road Ves Cea 


“3. NAME OF First Middle last | 4. DATE Month Dey “Yaer 
DECEASED OF 


(Type or print) Julia 9) Keefe Hickey “ Bees Septenber _ ee 19 


9. In yeors | IF UNDER 1 ci UNDER 24 HRS. 


@ 24 hours after 
rbon papers. Pages 1 and 2 s| 


hysician and completely 


permit. Then please remove cai 


in by the funeral 


“5. SEX |6. COLOR OR RACE| 7 MARRIED [] NEVER MARI NEVER MARRIED. ole ‘DATE OF BIRTH %. aoe 
as Deys 


Female | White wee haa oworcto [] March, 1882 80 


10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & State, or foreig 
done during most of working life, even if retired) | 
a Treland 


Hours 


Housewife 
13. FATHER’S NAME : 4 ‘14, MOTHERS MAIDEN NAME 
John O'Keefe |__Anna Cronin. 


TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive warordates ofservice) 


a - Springfield Hospital Records 


"| 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).) ) INTERVAL BETWEEN = 
ol AND DI 
PART I, DEATH WAS CAUSED BY: 
ES REO Arteriosclerotic heart disease Years 


Ub n DUE TO 


Conditions, if any, which (b) 
geve rise to im je cause 

(e), steting the underlying ( CUETO 
‘cause fast, . p (c) 


and in any event, within 72 hours atter death. 


ed by the attending p! 
or removal, 


PART Il, OTHER SIGNIFICANT CONDITIONS GUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19, WAS AUTOPSY 
PERFORMED? 


BS, cerebral arteri ves fe] No [J 
208. —— WAS UNDERLYING [ a . DESCRIBE HOW INJURY OCCURED, "(Enter neture of injury in Pert f or Pert Il of item 18. ) . 


OP CONTRIBUTING ["] CAUSE OF DEATH | 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


al or attending physician, 


20c. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
While Not While _ | fectory, street, office bldg., etc.) | 
19 et work [ ] at work [_] | ! 


I certify that (I) (this hospital) attended the deceased from ( 13: 1962.., that (1) (we) last 


saw the deceased alive of i i on the causes and on the date stated above. 


“hi ~ 22b. DATE 
ATTENDING STAFF SIGNED 


PHYS, iS OiRecTOR D1 Prvs. Jel é 9413-62 __ 


4 im 2d, ADDRESS 


Springfield State Hospital, Sykesville 3s Mae 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been sign 


may be retained by the ho: 
director, page 3 should be detached for use as the burial-transit 


TO a 


73a. BURIAL, ee DATE THEREOF as NAME OF CEMETERY “OR CREMATORY 23d, LOCATION (City, town or county) . i. (Stete) 
a 


OVAL {Specify} 
Pa a EEL oe eel ivary & Allied Cem. Long Island, New York _ 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS | 250. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATI 


URE 
18m 7/61 | ROBERT A. PUMPHREY Bethesda, Md. loan SFP 17 hayley Jege. 


= 


be filed with the State Dept. of Health prior to burial, cremation, 


death. P, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIvigipny OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ot. 
eo 


SS 


“9 CERTIFICATE OF DEATH 104 es a 
> a — 
§ $s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased bived, If institution: | neater) ie 
whe =, SOUNTT a. STATE b. COUNTY 
Ss _ Carroll MARYLAND Maryland Frederick 
pe b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN tb . CITY OR Tow (lf outside corporate limits, write RURAL end give neeres! town) 
= write RURAL and give neares! town) 
Se & i Sykesville hmos»2hdays Frederick _ = oe 
@ ‘d. NAME OF HOSPITAL OR INSTITUTION {if not In hospital, give street address) d. STREET ADDRESS e. res 
_Springfield State Hospital : 137 E. Third Street | ves (] No fot 
“3. NAME OF ~ Middle” Last *) 4. DATE Month Dey “Year = 
DECEASED OF 
We Saad J sia Hedges: Hoff DEATH September 22, 19 62 
5. SEX "| 6 COLOR OR RACE) 7, wARRIED PK] NEVER MARRIED [| & DATE OF BieTH "]9. AGE (In years |IF UNDERT YEAR] IF UNDER 24 HRS. 
last bithday) |"Months| Deys | Hours | Min, 
Male White wioowep[-] _ovorceo [] | January 23, 1893 69 | 


Ws, USUAL OCCUPATION (Give kind of work 10b. KIND OF Da Ga OR INDUSTRY | 1. BIRTHPLACE (County & & Stete, or foreign country) j 12. CITIZEN OF WHAT COUNTRY? 
done during most of working fife, even if retired) 

Horse collar maker West Virginia U.S.A, 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Harrison Hoff 


Melissa Hedges 


32 
2s 
3 30 
gE 
© 8 
a: 
ay ae 
$8 
Zs 
ce 
eS 
=. oe. 
¢ 
£4 : 
be 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address 
£5 (Yes, no, or unkown) | (lf yes givewarordetesofservice) 
a 2 | _No - 232-10-211 | Springfield Hospital Records 
ES Ss. 18. CAUSE OF DEATH | [Enter only one cause per line for (e), (b), end a 3 INTERVAL BETWEEN 
$355 PART |. DEATH WAS CAUSED BY; plage 
3 co IMMEDIATE CAUSE (e) Carcinoma of the larynx with metastasis to the Months ., 
3 / ¥ 
2 ae / \ cuto lungs and tracheal lymph nodes 
Ss Conditions, if ony, which | Brenchopneumonia_ Days 
of 3 gave rise to immediete cause | 
£27 {e), staling the underlying (| PVETO 
er couse Fast (e) a a a 2 i Sie 2 
ea 2 “Chet & ons GNIFICANT coupes ONTRIBUTING TO DEATH Not sitATip ig. TERMINAL DISEASE CONDITION GIVEN IN PART I(e)) 19. WAS AUTOPSY 
Rss 2 g c.B. ntracran: ai neoplasm wit psychotic reaction. PERFORMED? 
O6= ‘1s yes] no [] 
ne 8 fe [20—. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) “ei 
E Ou & | OR CONTRIBUTING (} CAUSE OF DEATH 
mE 8 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Pas 3 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stele) 
es Heer? atin While __ Not While factory, street, office bidg., etc.) 
Be a 8 Bie 19 at work [_] at work [] H 
‘a 
Heo 2. 1 certify that (I) (this hospital) attended the deceased from.. April... 2 icacais atl 2, toHENtee... ree 19: 2, that (I) (we) last 
pee saw the deceased alive on... September... 2a3 62.., and that death occured 1.233PMrom the causes and on the date stated above, 
ae 
—aQ 


22e. SIGNATURE. > oping sae 22b. DATE 
Te hel ee mo. | PHYS. =F] DIRECTOR _O Pays. & 9/22/02" 


ICIAN’S. — 22d. ADDRESS 


'* 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat 


Bea Bd / - @") Agustin delCampo, < Springfie4. Hospital, Sykesville, Wie 
2p ant CREMATION. | 236° 
ms 23a, BURIAL, CREST OU 23b. DATE THEREOF “B Se CEMETE! OR 23d. ICATION (Cityyjown or county) op. 
AL Sige 9-27-62 A othe Jorn) Ze) 
SVE AIS (4) 24 FUME A 25a. REC'D BY abn 2Sb, REGISTRAR'S Be 

1SM 7/61 


EP 2.6 1962! _pClontrg oe 


MARYLAND STATE DEPARTMENT OF HEALTH 
P NESS f STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10422 


1 


FOR STATE 
WEALTH DEPT. 


ig "PLAGE OF DEATH ~ |] 2. USUAL RESIDENCE (Whare dacoasad lived, If insitution: Residance belore ad 
See ce be a, STATE b, COUNTY 
4 tid | _«, .” @arrelin oy x a TB MARYLAND | “Maryland Carroll 
3 ar b. CITY OR TOWN [if outside corporata limits, | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If oulsida corporate limits, writa RURAL and give nearest town) 
85 ss write RURAL and give naaras! town) | 
eee j Rural Taneytown | 48 years Rural Taneytown 
s d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sirael eddre: ~, d. STREET ADDRESS a. IS RESIDENCE | 
o 
yi 2 8 | ON A FARM? 
83a. ‘= : ees ves fj No [_} 
reas 3 3. NAME OF ‘First ~ Middle: . Lest 4, DATE Month Dey Year z 
Ses a8 DECEASED OF 
mara eligrsscrri) William “Wead = Howek | =*™ =~ Sept. 20 =. pees 
3 ones 5. SEX || 6 COLOR OR RACE|7, mapRiED [~] NEVER MARRIED 8. DATE OF BIRTH ]9. AGE (in yaars |(F UNDERT YEAR) if UNDER 24 HRS. 
wvate I Jas! birthday) | Months) Days Hours | Min, 
SEEN Mad, White = | woows(] orc [| Aug 16, 1895 __ 67 yn. ‘ | | 
Et 0 iat) 100. USURL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stale or foraign country), 12. CITIZEN OF WHAT COUNTRY? 
ece o i dona during most of working fifa, evan if retirad) 
Seay. Fammer _ Own Farm Maryland U.S, 
fas E 13. FATHER'S NAME cu 14. MOTHER'S MAIDEN NAME = ~4 
x = 
J 
ce eke William Houck > : Mery Ohler 
~° sms “15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT _ ¥ Address Zz 
Fils (Yes, no, or unkown) | (Ifyesgivawarordatasofservica) 
REx se No None _ Clarence L. Ohler, Taneytown, Md. 4 
$2; . | 18. CAUSE OF DEATH [Enter only ona cause per lina for (e), (b), and (el) - 7 INTERVAL BETWEEN 
3 = 
S.© 2S: PART |. DEATH WAS CAUSED BY: ONE OREN 
sa SSR IMMEDIATE CAUSE (a). =S== 
2 2eEa . "| —— 
Sosa ) DUE TO 
oO .8 
3553 5 Conditions, if any, which (b) - L 
256 5 gava rise to immadiate cause . i + 
or ey (a), stating tha undarlying ( PUETO 
ges 3 6 couse last. ‘ © 
§ ee —— 
BRSE z PART ‘a OTHER SIGNIFICANT CONDITIONS | “CONTRIBUTING TO DEATH TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lla)| 19. WAS AUTOPSY 
$2 R58 fe} |” PERFORMED? 
~~ a Ee 
seat |S ce eS Sere 2 [ves CaN Ba 
e255 & | 20a. one “2Db, DESCRIBE HOW INJURY OCCURED. (Entar natura of injury In Part | or Part Il of item 18.) a 7 + 
3 é 2 | PRIMARY [] or CONTRIBUTING [] 
fore & | CAUSE OF DEATH. 
mas SSS sh ee ee ae Se ee oe ee _ ee “eS: © 
£2 3 S| 20c. TIME OF INJURY Month, Day, 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) (State) 
5 UZo 8 Hour a.m. Whila __Not While factory, street, office bldg., etc.) | 
. sf 5 3 tia 19 at work [] at work [_] 
SE 5 = 5 
his of ae 21. I certify that | took charge of m4 rgmains described above, held an Autopsy Inspection , Inquiry FAL and in my opinion 
= S204 Y YY op 
= a : 
S58 < Natural sais , Accident EP Suicide (el Homicide te C1 Undetermined manner al 
o 
S oe J ie CHIEF MEDICAL EXAMINER [7] 
& 
= ga 3 map, ASSISTANT MEDICAL EXAMINER [”] D. 
$42 .D. 
34 5 DEPUTY MEDICAL examen Z 0 "4 Le 
Po 3 
5 52 3 hn . KS: ri _Addrass (Sireat, city, town,‘or county) =e 
meeb. 22a. SURINE-CREMATION,| 22b. DATE Sal 2ze, NAME OF CEMETERY OR CREMATORY 22d, ota (City, town, or country) ta 4 
Asah= REMOVAL (Spacify) 
Oaxos 9 62 St. Joseph Cemetery ee sytown, Maryland 
o cf 23. KONERAL DIRECTO! y) ‘ADDRESS Zia, RECD BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
VS. AISME Shin / Let) Chierrlt edge. 
ee 0. Fuss & Son __ Taneytown, Maryla sorkog uadghe 


v 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10429 CERTIFICATE OF DEATH nwo. om. 1042 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission} 
COUNTY ATE. 


* Carroll MARYLAND a Meryland b. COUNTY Carpoll 


b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (iF autside carporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) 


Middleburg 1 year y Taneytown 


4 ) d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS e. . oe are 
Y 


=a 


with 


er death. Page 4 


‘OR INSTITUTION A FARM? 


Brookfield Manor Nursing Home | George Street 18 01 NOR) 


3. NAME OF First Middl 4. pare 
NAME OF irs \iddle Last Month Day Year 


(Type or print] Matilda Anne Hymiller bath September 12 1962 


5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours] Min. 


Female White winoweo ®} —_owvorcetoO] | Dec. 14, 1888 73 yn. 


100. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Housewife Own Home Carroll Co., Maryland U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Francis Bowman Rosella Logue 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. Address 


(Yes, no, oF unknown) (UF yes, give wor or dates of service) 


No 


18. CAUSE OF DEATH [Enter only ane cause per line far {a}, (b). and (c)-] 2 ~ TINTERVAL BETWEEN 


~ ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: a 4 
é IMMEDIATE CAUSE (0), Corr br00 QrAGne Scleroace foes 
j 
334 X out 10 
Conditians/ if onysiwhich o 
gove rise ta immediate 


cause (0), stating the under. ( DUE TO 
tying cause last. fe 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{a)| 19. eee 


oS tet: Vtimeoma bia tal — 2wks ves] No 
20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED: (Enter nature af injury in Part | ar Port I! af item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


2 ee 
20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ay 1 20F. (City or town} {County) (State) 


Haur a.m. While Ratathile: factary, street, affice bidg., 
1 Jat work [7] ot work (] I 
p.m. 


21. | certify that | attended the eae fram. 3/3, le2 Pae aes | eae to 7/1 2462. _., 19.__,that | last saw the deceased 
alive an. / , and that death accurred atl ae _—_M, fram the causes and an the date stated abave. 


ADDRESS (Street, city or tawn, stote) DATE SIGNED 
ACTUAL Abt 
SIGNATURE ie ae M.D Baw if. z |e: = 


NAME (tee) - Caricofe 


‘22a. BURIAL, CREMATION, | 22b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (State) 
peor Specify) 


& 


Pages 1 and 2 should 


_ 


Then please remave carbon papers. 


MEDICAL CERTIFICATION 
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ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hous 


by the hospital or ottending physician. 


‘AL 


TO FUNERAL 


the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours after 


poge 3 shauld be detached far use as the burial-transit permit. 


moy be ret 


9 Baus 
os DaUus eneatery yrone 


gat BJRECTOR'S) Ses kyl ADDRESS ‘24a. REC'D BY 14 196 ye REGISTRAR'S SIGNAT! 
WE he spars iw 
sy Rie ace Son Taneytown, Mary oi EP 14 196 oy = oe 


TO HOSPIT, 


ae< 
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ae 


24 hours after 
din by the funeral 


Nn papers. Pages 1 and 2 should 


within 72 hours after deaf 
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|, and in any evegt, 
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death. P; 


TO HOSPL 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10430 CERTIFICATE © 


Items 11 


1. PLACE OF DEATH 
2, COUNTY Cu 


AT! 0424 


¥V0LL 


_ MARYLAND © 


2. USUAL RE 


FH iwi : 
SIDENCE (W: deceased lived, It Tnstlvotiog oH, betora, pisigel 
° ae LYbY Yj Miva b. COUNTY 


Se {if outside ¢ gre Ig limits, 
SY KL Ve 


s. et a - ip ons OR RACE|7. MARRIED [] NEVER MARRIED [_] 
a 
s \ Dye WIDOWED atone 


P13. FATHER'S NA 


7 Lye Walle 7 


First) 


(Fra le 


(Type or print) 


a4 "ED Pe 
Bae 


oe side corpgfate limits, write RURAL and give nearest town) 


CAYO WW PL ‘RIX. 


ves] NO 


“Year 


2 f— 2h 


in years |IF UNDER 1 YEAR| IF UNDER 
a | ea] “Days | Hours | 


74 ‘DRTE 
DEATH 
19, AG 


Wa. USUAL 


CYPATION (Give kind of 
done during 


CUNY 


] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLA 
a} | 


A318 1p 


CE {County & Stete, or fore4n country) ) 12, CITIZEN OF WHAT COUNTRY? 


Ie ia A a7 U.S. 5 a 


ED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


{Yes, no, own) tt ee oe ee | 


‘18. CAUSE OF DEATH ‘TEnter only one cause a (a), {b), end (e).] Deer 


PART t, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a}___ 


Conditions, if eny, which (by 
eve rise to immediete cause 
(e), stating the underlying 
cause last, 


pei [ee 


DUE TO 


eelied 0 Pay 


a purh Ma] Bice 


oC bret St Med 


ay zs 
Zs 


h ee JING TO,DEATH BUT NOT ay, 


o1ne W) Yh, 


Vy phke SIGNIFICANT COP 


‘he Cle 70 eee 


SE “CONDITIZ iy GJVEN IN PART rm y A? WAS / AUTOPSY 
PERFORMEI 


20a. ACCIDENT WAS aia Oo 
OP CONTRIBUTING [|] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. Bese 


HOW INJURY oct RED., hi By 


OLE mA 31 NO 
eae 


20c. TIME OF INJURY 
Hour a.m. 


Month, Dey, Yeer 20d, INJURY OCCURRED 
While Not While. 


7) et work [_] et work 


. | certify that (this hospital) atten ey the di 
saw the | deceased alive on, Gt 19. 


MEDICAL CERTIFICATION 


jeseased tro 


20e. PLACE OF INJURY (Home, farnt” 201, 
factory, slreet, office bldg., ete.) | ! 


and that death occured al. 


(City or town) ~~ (County) (Stete) 


(we) last 


PHYS, 


mys EY 


7M, from the causes and en the sue stated above. 
STAF! 


22c. PHYSICIAN'S 


NAME area WEE: Ee (Ga 


DIRECTOR [] PHys. se Padf- pa 


3s. BURT AL, CREMATION 3b. DATE THEREOF 
REMOVAL (Specity) 


__Buria Sept.25, 196 


24 FUNERAL DIRECTOR'S SIGNATURE 


Jd. F. Eline & Sons_ 


~| de, NAME ‘OF CEMETERY © ‘OR CR “CREMATORY 


St. Marys Cemetery. 


ADDRESS 
Reisterstown, Md. 


23d, LOCATION (City, town or county) (State) 


oe yl. W224 


-e Md ,— 
25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oATe ED ab) 4-19 : getlorbeg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISIGN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(Yes, no, or unkown) | (Ifyesgivewarordetes ofservice) 


Mrs. 3 L._# 61 51 
oe ee te SORES TER YD ar 


18, CAUSE OF DEATH [Enter only one cause per line for (e), (b], end (c).) 
PART |. DEATH WAS CAUSED BY; 


ag * CERTIFICATE F DEATH 10425 
$ $5 = tem 2 : 
we 2 Z 1, PLACE OF DEATH 2.” USUAL RESIDENCE (Where deceased livad, If Institution: Residence before admission) 
vo = a. COUNTY a, STATE b. COUNTY 
3 ea i MARYLAND i tf fi >: 
See b. CITY OR TOWN [if outside comporeta limits, yc. LENGTH OF STAYIN 1b || c. CITY OR TOWN {if outside corporala limits, write RURAL ord o1vo neares) town) 
z 4 @ write RURAL end give nearast town) 4 
Ss 4% /{| 
£G8 ____SYKESVILLE 43 v6mo5d BALTIMORE CITy eT ae 
P &® d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) || % " ApoRE —G @. 1S RESIDENCE 
ag 785 e North Ave. ON A FARM? 
a weg PRINGFIELD. STAVE HOSPITAL SALESNAY EL AMKELA Wht | 8 LL e 
o Le 4. 
an Decease ae - OF if 4) 
a (Type or print) DEATH 
52 5. SEX | 6, COLOR OR RACE ilda 8 are NK a,  SaxSEM 2 ; | IF UNDER + Fo ome 24 HRS, 
= : 7. MARRIED fF | NEVER MARRIED La : meen Mae PUR a 
$ % fr Oo last birthday) |Months| Deys | Hours Min. 
: e FEMALE. i WIDOWED ix pivorceo [_] 1259) 7-6 8 F, 3. yr, 5 = 
$3 Qe. “USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Ti, BIR PLACE (County & State, or foreifn country) | 12. CITIZEN OF WHAT COUNTRY? 
€ = done during most of working life, even if retired) 
£5 SE WIFE xX sIBALTIMORE CO. wD, U.S.A. = 
fe 13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
By | 
a5 a, ee oe chguESE BAS All . 5 
5— 1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT ‘Address 
a 
e 
— 


ONSET AND DEATH 


A IMMEDIATE CAUSE ti_ CORONARY OCCLUSION oe 2 MI-RULES- 
ee, / DUE TO 
Conditions, if eny, which )_ &TERTOSCLEROTIC*CARDIO*V ASCULAR DISEASE YE&RS— 


geve rise to immadiate ceuse 
(a), stating the underlying f OVE TO 


crate Se t)_SCHYZOPHRENTC KEACTTON 


19, WAS AUTOPS 


3 PART Il. OTHER SIGNIFICANT ‘CONDITIONS CONTRIBUTING 1 TO DEATH BUT NOT RELATED TO THE TERMINAL DISE/ DISEASE ‘CONDITION “GIVEN IN PART Te} * 

Q ee PERFORMED? 
Ki ves []_No fi 
© |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury in Pert | or Part Il of item 18.) ae 
& | OR CONTRIBUTING () CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

% | Zoe. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED | 2De, PLACE OF INJURY (Home, ferm, | 20f. (Cily or town) (County) (Stete) 

a Hour a.m. While Not While factory, street, office bldg., ate.) | 

= no 19 al work at work ' 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit per 


2). ACEREKYXINEX (!) (this hospital) attended the deceased from.2— 24}. 19 91-62 op Wisuc, that (I) (we) last 
saw the deceased alive of 19 » and that death occured gt 5M m the causes and on the date stated above. 
22e, SIGNATURE a 2 Z 22b. DATE 
ATTENDING MED. STAFF SIGNED 
mo. | PHYS. [1 opwrector [| Pays. 


22c. BINS: ‘ 
NAME (Type) 
ce headin 


BURIAL, CREMATION. [23b. ze THEREOF 23c, NAME ae CEMETERY OR CREMATORY 


RI oval ecity), 
‘Bar “Birial™ G=h-62 | Loudon Park Come tery 


2A FUNERAL DIRECTOR: .s sci TURE “ ADDRESS. Sa. REC'D BY py See ene 'S a 
Eee lato pe Lhe 09? aS 


ia] 


22d. ADDRESS 


Tid, LOCATION (City, town or county) ‘(State) 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


death, P, 


TO FUN! 


Ba j re. Ms 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10432 CERTIFICATE OF DEATH 10426 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docoased lived, If Institution: Residence before edmission) 
e. COUNTY a. ST, b. COUNT: Jf 
Carroll MARYLAND “Meryland Baltimore City Vo 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ‘¢, CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
write RURAL erid give neerest town) 


Sykesville 2mo.19dyse Baltimore 29 3 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ‘d. STREET ADDRESS | @. IS RESIDENCE 
ON A FARM? 


_Springfield State Hospital 22 5. Monastery Avenue ves [] NO BL 


"3. NAME OF ~ Middle Lest “4, DATE Month Day Yeer 
DECEASED | 


(Type or prin!) Agnes Ke Locke SE September 16, 19 62 


S.USEX) | 6 COLOR OR RACE/7, MARRIED [59 NEVER MARRIED [| & DATE OF BIRTH "]9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS. 


Female | Whi te winoweD [} vivorceD [_] December 2h, 1880 


10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
) oA . 


Tailer - men's coats |_ - £ Poland 


13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


- unknown KOLODEZE = _ unknown 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive werordetesofservice) 


No - none Springfield State Hospital 


18. CAUSE OF DEATH [Entar only one cause per line for [e), (b), end (c).] a “+ LA aa 


PART DEATH MEDIATE Cause jo). entestinal obstruction due to adhesions in abdomen ENe 
a TA DUE TO 


corre if eny, which 
geve rise to imme 

(a), steting the uni 

cause last, 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 


CBS, with senile brain disease, with psychotic reaction; Pulmonary T.B. 


2De. ACCIDENT WAS UNDERLYING a 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury In Pert i or Part Ill of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH go 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


24 hours after 
in by the funer; 


ges 1 and 2 shofild 


‘ 


Haniel Deys | Hours | Min. 


and in any event, within 72 hours after death. 


aC 


19. WAS AUTOPSY 
| | PERFORMED? 
| 


ves [X No 


2Oc. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 2Df. (City or town} (County) (Stetey 
While Not While factory, street, office bldg., atc.) 
19 et work [_] et work [_] 


21. 1 certify that (I) (this hospital) attended the deceased from. pe st 19.02 that (I) (we) last 
saw the deceased alive faut dee 19. 62. .. and that death occured as ten from the causes and on the date stated above, 
_ 2b, DATE 
TENDING. STAFF 
PHYS, {zl biRecToR (1) Pays. 9-1/2 
22d, ADDRESS a 
biettin a0 ‘eas MD, _|Springfield State Hospital, Sykesville, Md, 
238, =FURIA 7 CREMATION, | 23b. DATE THEREOF | 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL, mt aye 
9/19/62 _—«||:- HOLY REDEEMER CEM, BALTO., MD, 
VR AIS (4) 4 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR ™ REGISTRAR’S SIGNATURE 


15M 7/61 TOWARD H, HUBBARD 4107 WILKENS AVE, PARED 1.9 406) (Chorfea rd gee 
Swe . / U 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the attending physician and completely 


may be retained by the hospital or attending physician. 


ad 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


death. P; 


ES 
v 
= 
3 
3 
x 
5 
© 
4 
4 
& 
= 
8 
3 
v0 
2 
z 
$ 
‘S 
g 
E3 
pul 
o 
= 
o 
a 
mo 
= 
a 
oO 
a 
& 
a 
u 
co 
] 
° 
z 
5 
a 
a 
° 
= 
° 
& 


TO FUN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10433 CERTIFICATE OF DEATH 10427 


—— 


id 


1, PLACE OF DEATH 7 2. USUAL RESIDENCE (Where decoosed livad, If instituilon: Rasidence bafore rhs, 


a4 a e roll A eee a, STATE > COMM tO. City 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib || ©. CITY lary Pte ‘corporela limits, write RURAL and giva neeres! town] 
write RURAL and give nearast town) 


Sykesville 18 days Baltimore 6 poet 


d. wae OF HOSPITAL OR INSTITUTION [if not in hospital, give street addrass) d. STREET ADDRESS : . 1S RESIDENCE 
ON A FARM? 


___ Springfield State Hospital pS 4 4406 Glenarm Avenue ves [] NO Bx 


. NAME OF ‘First fiddle “Last oA. ee Month ‘Day “Yaar 
DECEASED 


(Type or print) Tula ‘Vey Lohmeyer DERTH September 25, 19 62 


5. SEX 6. COLOR OR RACE|7, maRRIED [] NEVER MARRIED [&]| 8 OATEOF BIRTH 5 vag aoe ST LAL: 4 HRS 
jonths: ys jours 


Female White winowed[-] _—pivorceo [-] (Oc tober 18, 1900 61 yrs. 


Wa, USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 11. RInrrUAeee (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, aven if retired) | 


nknown a - Maryland . U.S.A. 


in 24 hours after 


* 


DIRECTOR: After this certificate has been signed by the attending physician and completely fived in by the funeral 


y event, within 72 hours after de: 


13. FATHER’S NAME 14, MOTHER'S MAIDENNAME 


William Lohmeyer Louise Buddenbohn 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yas, no, or unkown] | (Ifyasgivawarordatesofsarvica) 


_No - | 216-07-9687 | Springfield State Hospital 


“18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), ond (el) INTERVAL BETWEEN 
3" DEATH WAS CAUSED BY: ONSET AND DEATH 


| IMMEDIATE Cause le) __ Gangrene, right foot _ Months — 


~ Ot DUE TO i 
th it ay i »__ Arteriosclerosis complicated with Diabetes Years 
gave ree to immediate causa 
{e), stating tha undarlying 
causa last. {e}. 


id in an 


iS 


DUE TO 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ila) 1. WAS AUTOPSY 
CBS assoc. with cerebral arteriosclerosis with neurotic reaction, Vs STR) SNC pel 


2D. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY “Month, Day, Yoor | 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20F. ~ (City or town) (County) (State) 
Hour a.m. Whila Not While factory, street, office bldg., etc.) 
pom. 0 ‘at work ‘el work 


21. | certify that (I) (this hospital) attended the deceased from. "a 25=.,, 19. 62 that (I) (we) tast 
saw the deceased alive on.. =, 62, and that death occured aiOs 08), from ‘the causes and on the date stated above, 


NATURE a er ~22b. DATE 
ATTEN 
oe om Leb PAC pv. |PHys. =o BIRECTOR 7 Pais. of 25-62 


SICIAN'S 22d. ADDRESS 


ME (Type] Agustin de del Ca wo, M.D. Springfield State Hospital, Sykesville, Md. 
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MEDICAL CERTIFICATION 


may be retained by the hospital or attending physician. 


Ed 
TO FUN 


Za. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY —_] 23d. LOCATION (City, lown or county] —~SC*«SS tan) 
REMOVAL (Specify) 


burial 9-28-62 —|_~Moreland Menorial Park Balto, Co., =5 
VR AIS {4) 24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 25a. REC'D BY REGISTRAR ee pie TURE ae 


TS 7el | Ullrich Fimeral Home _ Baltimore, Md. : onSEP 2 7 1967 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and, 


be filed with the State Dept. of Health prior to burial, cremation, or removat-en 


death. 


TO HOSPITAL OR ATTENDING PHYSI 


ae MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10404 CERTIFICATE OF DEATH _ 10428 


Reg. Dist. No. 


ee ona "aap eda (Where deceased lived. If institution: Residence before admissian) 
b. COUNTY 


WN (If outside corporate limits, write > ‘ond give nearest lown) 


with 


1, PLACE OF DEATH 
0. COURT 
MARYLAND 
2 )/ALG-LA 
b. CITY OR TOWN (If outside eorporote limits, write | c. LENGTH OF STAY iN Ib 
RURAL gnd give neares! to 


CPLLEPECM Se2 
d. NAME OF HOSPITAL oe not in hospital, give street oddress) 


OR LLY _Loereerl ie 


z 


er death. Page 4 


d. STREET ADDRESS 


e. tS RESIDENCE 
ON A FARM? 
ba. Wt [road ‘ The ' yes 1] No [4— 


CTOR: After this certificate has been signed by the ottending physicion and completely filled in by*the funeral director, 


Pages 1 and 2 shou 
2 


NAME OF First Middle Lost 4. DATE pen, Yeor 
(Type oF print LYWVIE L LONG Siam SL LOZ 2 Gi wE62 

5. SEX 6. COLOR OR RACE |7. MARRIED E-MEVER MARRIED [] |8. OATE OF BIRTH - AGE, (ie voor, [IE UNDER TYEAR[IF UNDER 24 HRS. 

ta Z birthdoy) [Manths] Do H Min, 
wipoweo (J pivorceo [] Felt 2g ASA S ad ef a || 
1a. USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY] 11. BI apie {Stole or foreign country 12. CITIZEN OF WHAT COUNTRY? 
during most af working Jife, even if retired) G SDA | 
ay 2 o- : LL: SZ: 
13. wy, NAME 32 I MOTHER'S MAIDEN NAME 


4 Le — Jtereretigrewa 
Qn WAS erreeRe RIN U.S. ARMED FORGES, 16. TAL SECURITY NO. fe Oe 


(Yes, no, oF 20, 0 enor) (if yes, give wor or dates of service) 


+ R/L- 2 -~SF 2 LLfa CAA24 kota etl 
1B. CAUSE OF DEATH [Enter only one couse per line for (e), (b), ond (€)-] iy ‘ 


INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 


me AND aa ¢ 
IMMEDIATE CAUSE (o} }. 


in 72 hours after deoth. 


7 DUE TO 


Gandiionsnitsenyaahiel o Coronas FO ee 


Then please remove carbon papers. 


The law requires thot the death certificate be executed within 24 haug 


3 
4 
Fy 
a 
o> 
Eo gave rise 10 immediate 
gc couse (a), stating the under. ( CUETO 
ec“ eo lying cause fast. R 
cds polo ccuserlasts: fc 
= Fe 3 Paar ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o)|19. WAS AUTOPSY 
z5 i= 
S605 s yes (] Nobe 
Fon 3S = [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port I! of item 1B.) 
Esha anc & | OR CONTRIBUTING LI CAUSE OF DEATH 
Zeces & |(F EITHER, NOTIFY MEDICAL EXAMINER} 
335865 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 12. (City oF town) (County) (State) 
Ss Ses 5 Hour eel: White... Net while factory, street, office bidg., etc.) 
zeirk = pom, 19 lot work [J of wark { 
Oa,e5 AA 7 
Zz = vz 21. | certify hat | attended the deceased fram. —<* H.&__, 19SAH, to, wy 22, 196 2+that | last saw the deceased 
oF<zee 
Zo $3 alive an__ 4a@|A_& f___. ~_, and that death occurred atfitrof M, ara the causes and an the date stated abave. 
E=O3 6 ADDRESS (Street, city or town, stote) DATESIGNED 
aap Sf crust er 4 WGpeen St 5/ce~ 
£8 SIGNATURE. A pw d o OME een OF JEN 
ASO ~ 
22s PHYSICIAN'S - k 4 t do 
fegie NAME (Type) «< NEE ws Ch SS PaslS BEB. Westmas ter tae pig 2 oe 
= ica 
BS 3 BY ie: Wo. BURIAL, CREMATION, | 22b. DA’ BHT, Zac. NAME OF CEMETERY OR | CREMATORY Zid. LOCATION (City, a or saunty} (State) 
2 eb es fo” 2 2 
ofots “2. CLeowtla, Lyla LALA EH Ls ALi _= 
- - 23. Paes IERAL DIRECTOR'S SIGNATURE. ADDRESS, ~ 2da. RECA BY REGISTRAR | 24b. mp SHSNATURE 
VS AlS (4) _ y, a q na 
15M 9/58 LZ f Vb zt t tiientlatic._Ltta | males: aia Rs Log Jeep: 
x ¢ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Se CERTIFICATE OF DEATH nip: Many OED 


1. PLACE OF ge) 2, USUAL ey yy, deceased lived. If institution: Residence before admission), 
. COU! re a im b. COUNTY 
ARYLAND: 
are OL Lk of Pag beg 


b. CITY OR One (If outside eens limi i city oo LLG ide corperote limits, write RURAL ond give nearest town) 
UR 
Ye d 
d. NAME OF OSPITAL {IF not in Hospital, give street mane] “a ay PO ths e. IS RESIDENCE 
OR INSTITUTION 7 ON A FARM? 
yest NOC) 
Middle 


3. NAME OF fe) tool, care Doy Yeor 


fee ean) Wil ( Ue CAML EE / det eyes Ss State 19 2 


3. SEX 6. COLOR Of RACE |7. y 8. DAT) OF 8|RTH years 
M MARRIED [LJ/NEVER MARRIED [] £2 24, 9. AGE (In yeo ee 
wipowen (J Divorcep [1] Liz Z vA yrs. 
To. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS/O8 INDUSJRY 11. BIRTHPLACE (tote or foreign Lge 12. CITIZEN OF WHAT COUNTRY? 
during most 6 working life, even ifjretired) Lz 
lb hAVICK a ca Z he A. 


13. FATH) NAME f li MOTHER'S MAIDEN NAME LLercenceoo) 
# 
BZ AZZZ7 foactt») 
7: us 


15. WAS DECEASED EVER IN U. 5. ARMED’ FORCES? [16. SOCIAL SECURITY NO. Address 


eee gt Hee I ay 4-6/, 


18. CAUSE OF DEATH [Enter only one couse oy {©}. (b), ond (c)-] 


PART I. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0) 


DUE TO 


<a. 


ge 4 


= ie 


funeral director, 


rs) 


Pages 1 ond 2 should be 


jin 72 hours ofter death. 


thal the deoth certificote be executed within 24 haurs after death. Po: 
Then please remove corbon papers. 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


TING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 19. Beh eae 


ip 
{7 VL yes] NO 
20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ae 


a 
}20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED /20e. PLACE OF INJURY (Home, aR Hae (City oF town) (County) (Stote) 
Hour o. m, While Not while fectory, street, office bldg., 
p.m. 19 Jot work [J of work (J 


21. | certify thgt | attended the deceased from. Fe - 23, W.B2., ta. Sry es CS 19.62.,that | last saw the deceased 
alive on____ ee Se pide and that death occurred ot Leg MM, fram the causes and an the date stated abave. 


<a ADDRESS (Street, city or town, stote} DATE SIGNED 
sa ; 
set ee 5 a ene Lee L.2Hh 2 
megeaws Ca al ro kK ni Man _ ) d. 
No. 8 eh \L, CREMATION, 22b. DATE o/b 2% OF CE: REMATD dwn mi 
Pe Cy ee ri o oe c Le : (FELLA C LCL + 


R A oJREC GISTRAR'S SIGNAT 
ts} RZ had, ALR TT Pog 


5M 10/57 


MEDICAL CERTIFICATION 
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detoched for use os the buriol-transit permit. 


y the hospital or ottending physician. 
the registrar prior to buriol, cremotion, or remaval, ond in ony event wi 


4 


moy be relai; 
page 3 shoula 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10436 CERTIFICATE OF DEATH 4. 


st 


vist. Nel 0430 


+ cs 
re 3 5, a, Meath ad Ca a tate (Where deceased lived. {f institution: Residence before admission) 
3 °. °. b. COUNTY 
52 Carroll ree Ma d arro 
. o b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
5s RURAL and give neorest town) 
32 Rural-~-Westminster 12 s |% Rural--Westminster 
2 ‘< d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
. OR INSTITUTION ON A FARM? 
2 R.D A ves (] No fj 
° 3. nae fest First Middle 4. DATE Month Day Yeor 
I (Type ot print) CLARENCE L.  MANAHAN SEPT. 2 1962 


9. AGE (In yeors 
{ost birthdoy) 
yn. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working fife, even if retired) 
retired Merchant Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jesse LL. Manahan Olevia Gosnell 


Ts, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT Address 
Yes. no, oF unknown) {lt yen, give wor or dotes of service) 3 
no -- Pit=-34-4805| Mrs. Carrie R. Manahan, same as # 2 
18. CAUSE OF DEATH [Enter only one couse pertige for (o). (bi. ond (€).] . INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: pete ee SNR 
IMMEDIATE CAUSE (o} 
. DUE To . 
Conditions, if ony, which rs bLiris Sekt pee 


gove rise to immediote 
cotse (0), stoting the under- 
lying couse fost. () 


Part fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMEQ? 
200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1! of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER} 


ves] no yy 

20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) {County) {Stote) 
Hour o.m, While Nol while factory, street, office bidg., etc.) | 
p.m. 19 Jot work [} of work [} ‘ 


21. I certify that | attended the deceased from. - 19.26%, to. TE 19.@ 24hat | lost sow the deceased 


alive an G- Al. =e, 124 2—-ond that death occurred ol (oP M, from the causes and on the date stated above. 


ADDRESS (Street, ally. ‘or town, stote) DATE SIGNEO 
Sin Ae, Re ae Oe . A oe he 
g =i 
fuels Ta mec 1? Maesy 


JE UNDER 1 YEAR] IF UNDER 24 HRS. 
Hours Min. 


P; 


cate be executed within 24 haurs after death. Peo: 


Then please remave carbon papers. 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death ce 
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CTOR: After this certificate hos been signed by the attending physician and campletely filled in 


by the haspitol or attending physician. 


#* 


page 3 shauldmpe detached far use as the burial-transit permit. 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


25 
oz 
oe 

SY 72o. BURIAL, CREMATION, 2b. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Store) 
~S 9 i 
eS Bie A 9-26-62 Jame Aa QO a fe! 

er 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS AIS (4) va fr, 
eave M._Wa Box kesville.Md om EP 2 6 196 SOC ge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
/ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


za 10427 Pcs sissetso ain OF DEATH : < 


~~ 


} 


se : ats = 
a g 1. PLACE OF DEATH a 2. USUAL RESIDENCE (Where daceesed lived, If institution: Residence before edmission) 
o 2 @. COUNTY 
pars C. 11 a. STATE b. COUNTY 
3 2 ee Ba a |_Mary Land. Baltimore. 
pat b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAM IN Ib ©. CITY GR TOWN (If outside corporata limits, write RURAL end give nearast town) 
z= as write RURAL and give nearest town) 6 
ae 
a uae i Sykesville 9 moe O dySe | Baltimore 3) : Ox Bho. 
2 a ~d. NAME ia HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) “d, STREET ADDRESS . 1S RESIDENCE 
4 as ON A FARM? 
ws Springfield State Hospital | 9319 Simms Road ves [] NOX] 
£ 33 3. NAME OF Fi Middle ‘DAT ‘Year 
2 cl Nn a irst Middle Last | 4, DATE Month Day Year 
2 aet DECEASED 
3 ag ‘ OF 
S eas {Type oF pri Rhoda Montana Marks | Beate September 30 62 
x £ - 19 
S Sc — a ogg UNDER OY HE: 
8 es 3. SEX 6 COLOR OR RACE|7, qARRIED [-] NEVER MARRIED [] | ©» DATE OF BIRTH 9. AGE Ui yes [IF UNDER 1 YEAR| IF UNDER 24 HR 
oun ithdsy) |"Months| Deys | Hours M 
ries Ss ' Female White wioowto Ft] pivorceD [] April 18, 1873 86 yrs. | 
S$ os TOs. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 17. BIRTHPLACE (County & Stote, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 28 done during most of working life, even if retired) 2 
§ $88 Housewife - Virginia UsBihs 
ag 13. FATHER’S NAME STHER'S bs E 
£ ag cs 14, MOTHER'S MAIDEN NAME 
Ss 28 
§ Sas Edward West | Maria O'Bri 
S$ Da en 
cu f : ee | siee —_ =. 
© 2 5 =i 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ = | 
ee 8 [Yes, no, ce (Ityesgivewerordetesot service) 
ewe a = | - | Springfield Hospital Records. = 
BPE” 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b). end (c).] INTERVAL BETWEEN 
SSSE. ONSET AND DEATH 
£2 6 PART I, DEATH WAS CAUSED BY: 
258 & é IMMEDIATE CAUSE (e) Arteriosclerotic heart disease. Years 
faarg } { 
poecles } DUE TO | 
sacs? ~, ae 
B2ceE Conditions, it eny, which » Generalized arteriosclerosis. | Years 
2 ie 3 26 gave rise to immediete cause tis | - 
EE ups (e), stating the underlying 
oq~ 8 rr 
wEeH os a0) | 
°o £2 — — —> === a —= = = = = — 
ees ie Tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]| 19, WAS AUTOPSY 
eS8eo 0 |2 PERFORMED? 
Bee ss 5 CBS with senile brain disease with psychotic feaction. ves [] NO 
ee Ba: = 200. ACCIDENT WAS UNDERLYING [-] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) q 
ze wee <= & OR CONTRIBUTING [] CAUSE OF DEATH 
at Sy = & | (IF ETHER, NOTIFY MEDICAL EXAMINER) 
prog Be : == = _—— = ——— = 
ae oA a, S 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) {Stete) 
aU Se a | il factory, street, office bldg., etc.) 
fey 2 Hour a.m. While Not While 9 
ae ae a + ars e Jot work [] ot work [] | I 
pees . | certify that ) (this hospital) attended the (Sey from... WOH ton. ss , that (i) (we) last 
U2 
"89 33 eval Ds 2 and that deeth occured et. Opa, from the causes and on the date stated above. 
6 ERGO F ae ro 2 "_22b, DATE 
m2 ATTENDING MED, STAFF Sy D 
ato = mp, | PHYS. [_sopirector [1] PHys. #] 9-30-62 
ae “\22d. ADDRESS cy aa . 
a3 
2 
So 
32 
= 
SB 


PS) 
Rowe ! 
ane I iladle >, MoD. | Springfield. State Hospital, Sykesville, Md. 
m5 he Qaa, BURIAL, CREMATION, Ay “DATE THEREOF —+| 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) ‘(Stete) 
ovo Rp REMOVAL (Specity) 
no Burial let}, 7962 | Mhbneland Memenialf 4 = : 
VR AIS (4) 24 FUNERAL DIRECTOR'S ear ADDRESS |5 REC'D BY REGISTRAR { 2S. REGISTRAR’S SIGNATURE 
1SM 7/61 


doin A, llonan—3000-§, Lattimore Stz— BGT 81962 pM eabae Yoneda 


din by the funeral 
Pages 1 and 2 should 


= 
‘s 
v 
— 
= 
6 
=e 
x 
a 
5 
ke 


transit permit. Then please remove carbon papers. 
and in any event, within 72 hours aft 


|, cremation, or removal, 


IRECTOR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial. 


OR ATTENDING PHYSICIAN; The law requires that the death certificate be executed 
be filed with the State Dept. of Health prior to burial, 


may be retained by the hospital or attending physician. 


D 


TO bates 


lems 16-20 Film 325 lipAgYLAND STATE DEPARTMENT OF HEALTH 
«10S RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
‘ j CERTIFICATE OF DEATH 


| 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence A04325 


1. PLACE OF DEATH 


a. COUNTY a. STATE b. COUNTY 
CA R Ro Ie = MARYLAND ‘Mp. 
b. CITY OR TOWN (if o corporete limits, | ¢. LENGTH OF STAYIN Ib || c. CITY ORTOWN a err corporete limits, write RURAL end give neerest town) 
WE = RURAL and iN yarest IER. 
WE STI) 1N 3Hes. | BALT s 
NAME OF HOSPITAL LS eae {if not in hospital, give street eddress) d, STREET <= o TS RESIDENCE 
Cappoiclo, LEN, HesP. lg/aq Elvierr Sr we] OB 
hen EME | 28 First Middle bs SQ | + DATE Month Dey “Yeor 
eats Josepy wages | Sem Sepp 5 pe 


iF “UNDER T YEAR 
Months | Deys 


iF UNDER 24 HRS. 
Hours a. Min. 


9. AGE (In years 


blag 


7. MARRIED [_] NEVER MARRIED [_] | 8+ DATE OF BIRTH 


MALE WHITE wivowen [Ey oworen | TAN. 10, ita 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. “BIRTHPLACE (County & Stete, or foreign country} | 12. CITIZEN OF WHAT COUNTRY? 


nN UNaPEGR, Cavsree DiCo,,VIAeiN 4, wsA 


13. FATHER'S NAME |. MOTHER'S MAIDEN NAME 


JoserH HW. MAgps (dec) MAry Alice WALTERS | 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. “SECURITY NO. | | 17, INFORMANT | Address 


"UE or unkown) TE” a b-07-0472 | James pres, Lox 37/ AitAvVIsrA, Ua. 


18. GAUSE OF DEATH [Enter only one couse per line for (8), (b), and (c).] INTERVAL BETWEEN 


rawr seins sae ALLS IVARY///EDEITA BUR 


| LATA BYISS. 
7 4 puto Pyelonephritis and Pyonephrosis complicating 
Conditions, it se wo ALAR /, DU MA ONT A C/U F/ crushing injury of the pelvis 


geve rise to immediate couse 
DUE TO. 


sie oo MULE SAR BY/MVTPSMERTA SIE 


ing the underlying 


couse lest, 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | TO DEATH BUT NO! LATED TO THE TERMINAL DISEASE CONDITION GIVEN IN| PART 1a) | 19. Meat AuTorsy 
yes [No of 


[BU Abe L/P EAL by, PY (Eh by NE PAHAS 


20. ACCIDENT WAS UNDERLYING EK) | 20b. DESCRIBE AOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 


OR CONTRIBUTING [[] CAUSE OF DEATH 
SEE ROI MESIEAL CAMEL Cee ag tS ale a truck of which the deceased was 


20c. TIME OF INJURY Month, Dey, Yoer 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, form, | 201. (City or town) (County) (Stete) 
Hour ¥¥X While __ Not While fectory, street, office bldg., etc.) | 


Ahoy 29» aaa et work |] intersection Catpline & Monument Sts.Balto.Md. 
» W&Z, to... 2 Srthat (I) (we) last 


id all -M, from the causes and on the date stated above. 
ATTENDING. STAFF 
_ mp. | PHYS. DIRECTOR OO] prys. (] sepre:; wiie> 


22d. ADDRESS 


ME ee) JOun gf" HA SHEY Mad B ANCHOR ST. _WEST hums TER, MD 


MEDICAL CERTIFICATION 


230. oe Seen 236. DATE THEREOF 23c. NAME OF CEMETERY OR-GREMALORY 23d. LOCATION (City, town or county) (State) 
REMO' ci = 
Beige (Sep 101962) ORK L DUN ALTO. Co__[Mp. 


24_FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. REGIS: R’S SIGNATI 
OW. heamn B28 Yup son SP it oae SEP_ 1.0 1962 [oor Sgt 


ould 


é 24 hours after 
rad in b tune 
i 


se remove carbon papers. Pages 


in any event, within 72 hours afte 


ni 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
DIRECTOR: After this certificate has been signed by the attending physician and completel 


may be retained by the hospital or attending physician. 


TO a | 


director, page 3 should be detached for use as the burial-transit permit. Then 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPIT, 
death. P. 


YR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10429 _TiSERTINCATE. DF OA 


1. PLACE OF DEATH 


. COUNTY 
Carroll MARYLAND _,lary ba Montgomery 
b. CITY OR TO outside corporate limits, ENGTH OF STAY IN 1b c, CITY OR TOWN {If outside corporale limits, write RURAL end give neeres! town) 


write RURAL end giyp neorest lown) 
Ls iiie 6mo, 8dys, ‘Silver Spring a 
d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospilel, give sree! eddress) 4. STREET ADDRESS IS RESIDENCE 
Springfield State Hospital 9503 Bruce Drive ves ] No] 
a Piston “First Middle Last ) 4. ‘DATE Month Dey Yeor = 
(Type or print) Betsy Birge Matson deatn September 27, 19 62 


IF UNDER 24 HRS, 
Hours “Min, 


3. SEX "| 6. COLOR OR RACE 
Female Whi. te 


| 10e, USUAL OCCUPATION (Give kind of work 
done during most of working fife, even if retired) 


Housewife 


13. FATHER'S NAME 


Edward C, Birge 


7. | MARRIED [_] NEVER MARRIED [-] | 8: DATE OF BIRTH x 9. AGE (In years |IF UNDER 1 YEAR 
o Pant Months] Da: 
wioowen [>F —oivorceo [] PAY 30, 1879 ale fee ae Hl fe 


TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign aaah | 12, CITIZEN OF WHAT COUNTRY? 


Connecticut U.S.Ae 


| 14. MOTHER'S MAIDEN NAME 


Mary Hinman 


RIN U.S. ARMED FORCES? [16 SOCIAL SECURITY NO.| 17, INFORMANT —__ ae Address 
(Yes, no, of unkown) | [Ifyesgivewsrordetes of service) i 
Se et [Bet Baek | Springfield State Hospital. . 
18. CRUSE OP DEATH [Enter only one cause por line for (0), (b), end (e).] 7 INTERVAL BETWEEN 
TH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ie) _ Bronchopneumonia _ Days 
DUE TO | 
iy aR nat rch w_Arteriosclerotic heart disease | Years 
geve rise to immediete couse | 
le), stating the underlying DUE TO | 
af ot i) ___ Generalized arteriosclerosis] __ | Years 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART le), 19. WAS. AUTOPSY 
io) SE gE a PERFORMED: 
=| CBS with senile brain disease with psychotic reaction. Old fracture, lves [] no X] 
Y Le ee a ee SS oe +. “2 = at = a 
© [ 20a. ACCIDENT WAS UNDERLYING QO 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 18.) 
& | OR CONTRIBUTING CAUSE OF DEATH 
GU UF EITHER, NOTIFY MEDICAL EXAMINER) 
3g 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or own) (County) (Siete) 
rot Hour e.m, While __ Not While factory, street, office bldg., etc.) | 
Es 


19 at work et work [_] ! 


>2,, that (1) (we) last 


21. | certify that (I) (this hospital) attended the deceased from. 


aries 62., and that death occured af, am, from the causes and on the date stated above, 
2b, DATE 


saw ihe deceased alive on.. 


ATTENDING MED, STAFF 
PHYS, [7 omecton [] prys. [x 


~|22d. ADDRESS 


.D.  _—«|| Springfield State Hospital, Sykesville 


Je. el OF CEMETERY OR CREMATORY 


23g ,LOCATION (City, town or county) 


Parody, Cf Shine Coptic 
ep wepge ng ca tot cli 


23e. ; g Mido, bey ai 
VAL dSpgcity) 
RAY DIRECTOR'S SISWATURE ADDRESS 

Vin bi oF Canali ital. ie ra 


_| DATE 


—_ 


24 hours after 
in by the funeral 


b 


apers. Pages 1 and 2 should 


72 hours after death 


pletel 


Then please remove carbon pi 


ian. 


transit permit. 
to burial, cremation, or removal, and in any event, 
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may be retained by the hospital or attending physi P 
DIRECTOR: After this certificate has been signed by the attending physician and com 


OR ATTENDING PHYSICIAN: 


‘ 


TO FUNEI 


P. 
director, page 3 should be detached for use as the burial-! 


be filed with the State Dept. of Health prior 


TO HOSPI: 
death. 


< 
5 
2s 
a 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


l CERTIFICATE OF DEATH 1043 


PLACE OF DEATH . 3 2. USUAL RESIDENCE (Where daceosed livad, If institution: Rasidence before admission) 
T, 


a. COUN x b. COUNTY 
MARYLAND |) (hited Tut oe: 
b. CITY OR TOWN {if outside corporeta limits, | e. LENGTH OF STAY IN Ib c. CITY OR TOWN A outside corporalbdimits, write RURAL and give naarast town) 


a RURAL and gwe oe ei 2 [ 


5. SEX 


‘ON A FARM? 
yes [_] NO 
E OF Middle = Day Yaar 


|, give streetdiddrass) et d, STREET ADDRESS = 1S RESIDENCE 
| 
\| 


FEE (VALTER - 8 “MERRY MAM | * 3B wbd 


SEK 6. COLOR OR RACE| 7, MARRIED PR NEVER MARRIED [_] DATE OF BIRTH jIF UNDER 1 YEAR| IF UNDER 24 HRS._ 


done dur 1081 of jing lifa, evan if retirad) 


13. FATHER'S NAME 


UAB OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR ae Mi, BIRTHPLACE (County & State, or foreigntcountry) | 12. CITIZEN OF WHAT COUNTRY? 


"(Hatcef se dill k lJ 3S A 


wi Com wipoweo [] pivorced [] Cok Rifsaf 5-14) Sas s. eel Bee gen 


15. WAS DECEASED EVER IN MM FORCES? |A6. SOCIAL SECURITY NO.| 17. “INFORMANT 
{Yas, no, of unkows a aes 


MEDICAL CERTIFICATION 


| 
"| 18. GRUSE OF DEATH [Enter only one couse per jhha fpr eae (6), end (¢).] TWEEN 
PART I. DEATH WAS CAUSED BY, f Cnays 


IMMEDIATE CAUSE (a)__ 


¥Qa DUE TO OL. Sa es 
Conditions, if a est (b)_, a ae 4 G San 


gava risa to immadiale causa 

{a), stating the underlying DUETO 

cause last. fe) 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN P IN PART Ve) 19. WAS AUT aie sv 
a -_iuik °°” * PERFORMED: 


us [POSS 


—__—_ 
20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of itam 18.) 


‘OR CONTI Ny cP ISE OF DEATI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) te — 


20c. TIME OF INJURY Month, Day, Yeer | 2Dd. INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, farm, 2Df. (City or town) (County) ~ (Steta) 
Hour a.m. Whila Not Whila factory, straat, offica bldg., ate.) | 
at 


Uy. t = a hat (1) (we) last 


19. Ce. and that death occured waPn from the causes and on the date stated above. 


22h. SONED 
ATTENDING MED. STAFF i 
mo, | PHYS. a DIRECTOR Pie) PHYS. el 


BA ADORESS 


nail 2, Bush pap, | hanersh eu c Afary, PA Yes 


CREMATION, ee DATE THEREOF 23c. er as OR ee 23d. LOCATION (City, ote or count (Stata) 
fo) 
Beal 1 iz 6-/%6 Lec Lon me 


/ (re ad Vd ne sep 101 a “ore Ss Coe 


= 


in 24 hours after 
in by the funeral 


‘ 


hysician and completely 


Ing pi 
Then please remove carbon papers. Pages 1 and 2 should 


ial, cremation, or removal, and in any event, within 72 hours after deat 


ed by the attendi 
it permit. 
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ital or attending physician. 


tificate has been sign 


is cer’ 


After thi 
age 3 should be detached for use as the burial-tra 


OR ATTENDING PHYSICIAN: 
may be retained by the hosp! 


DIRECTOR: 


P; 
be filed with the State Dept. of Health prior to buri 


death, 
director, pi 


TO FUNE 


TO HOSPIT. 


VR ATS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10441 CERTIFICATE OF DEATH 10435 _ 


e. COUNTY a, STATE b. COUNTY 


Carroll MARYLAND Md. Balto. 


b. CITY OR TOWN [if outside corporate limils, ‘| ¢ LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, writa RURAL end give nearest town) 
writa RURAL end give neares! town} 


_Westminster _ Reisterstown 
d. NAME OF HOSPITAL OR INSTITUTION (it not in hospitel, give street eddress)—*(||_~=Ssd. STREET ADDRESS. SS 


1. PLACE OF DEATH ~}j 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before ye 


HY 
1S RESIDENCE 
ON A FARM? 


Carroll Co. Gen. Hospt. | 36 Brooks Lane ves] NOE) 


/3. NAME OF First ‘Middle Last 4. DATE Month 
DECEASED 


Da 
| oF 

{Type oF print) Oliver Murray DEATH Sept. 2h, 19 62 

5. SEX 6. COLOR OR RACE|7, mARRIED [_] NEVER MARRIED [] | ® DATE OF BIRTH eae ai YeUROREDI TEAR rere M RS 

jonths vs | jours in. 


Male White | wioowe [Aj pivorceo [J] Feb. 16, 1883 19 yn. 


ry Year 


Ta, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Siete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
dons during most of working lifa, even if retired) 


bor at stone quarry 


So 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Zeb Murray | Unknown 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewerordetes ofservice) 


No '219-18-0166 | Mr. Howard Murray Reisterstoyn, Md 


=o ee — = 
18. CAUSE OF DEATH [Entar only one cause pg line for (a), (b}, end {e).] INTERVAL BETWEEN 
= ONSET AND/DEATH 
PART J. DEATH WAS CAUSED BY: ef. 
IMMEDIATE CAUSE (a)_ - - EV gy. = aa 
4 DUE TO mr ss om 
Conditions, if eny, which (b) rea ’ Pes LO = G . ar 


geve rise to immediets couse 
(a), stating the underlying DUE TO 
cause last, % " 


‘ 3 (el a Oe ac => ie ee 2 ——— 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTR! IG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)| 19, WAS ORE 


YES Doom 


20a. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item IB.) 
OP CONTRIBUTING [[] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20. TIME OF INJURY 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stete) 
Hour vain While __ Not While fectory, street, office bldg., ete.) | 
ot work et work 


MEDICAL CERTIFICATION 


p.m. | 
21. 1 certify that (I) (this e deceased from. //M& = ; Bak bah AF 19 loe-mat (I) (we) last 
the deceased alive on Son 4. — 


saw ch 
22, PGNATURE 22b. DATE 
ATTENDIN STAFF 
PHYS, [] Puys. 
V1.4 fo. : Ms as 4 


22c. PHYSICIAN'S | 


, from fhe causes and on the date stated above. 


NAME (Type) 


BURIAL CREMATION | 23 DATE THEREOF re NAME OF CEMETERY OR CREMATORY | 23d. LOCATI 
EMOV, pecity) | 
—Burfal’"" ss sept.27, 62 Deer Park Cemetery _ Reisterst 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: | 25e. REC'D BY 5 1962 REGISTRAR’S SIGNATURE 


J. F, Eline & Sons Reisterstown, Md. loare SEP_ 2.7 1962_ fp herkna Seseige a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10G42 _ CERTIFICATE OF DEATH 10436 


aS 


a 
& Ez 
3 28 fy PERCE OF DEAE.” —C—té«CS — 2. USUAL RESIDENCE (Where deceased Kived, Il institution: Residence before admission) 
or = a. STATE b, COUNTY 
5 ene Carroll MARYLAND Maryland Frederick _ 
= 322 b. CITY OR TOWN [if outside corporate limits, | c. LENGTH OF STAY IN Ib ~¢. CITY OR TOWN (If outside corporaia limits, write RURAL and giva nearest town} 
+~ AOU write RURAL end give neerest town) - 
Soars | Rural-~-Sykesville hy. 10m. 2Cde| Frederick = _ Att 
@ ae d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addross) d. STREET ADDRESS a 1S RESIDENCE 
5 e 
8 | Springfield State Hospital : | 116 W. kth Street bias PRS) 
S 8a . NAME OF First “Middle Last evs Pee Month Day 
aah peeeeen Lilli Ra tye: eee 9 12 19 62 
Ee (Type or print! e e rs 
See — - 2 a a = 2 4_-- = 
Ces F AR] IF UNDER 24 HRS. 
38 : 5. SEX 6. COLOR OR RACE|7, ARRIED [KX] NEVER MARRIED [] | 8 DATE OF BIRTH 9. Sure ee wae rears a 
Bue female white 25m | 


10/29/86 


wtoowep [[] Divorced []} 


3 
5 
Fe 
3 
x 
Cy 
° 
rey 
2 ————EE ee 
8 6 / 108. USUAL OCCUPATION (Give kind of work | 10b, KIND OF 8USINESS OR INDUSTRY | II. SIRTHPLACE (Counly & Stale, or foreign CITIZEN OF WHAT COUNTRY? 
= u/s done during most of working Jife, even jf retired) | 
See hotel owner (rete) None Maryland USA 3 
= Be 13. FATHER'S NAME _ 14, MOTHER'S MAIDEN NAME 
-3 3: | 
eS : | 
$ Sag Amos Strine | Remby (Mary E.) 
© 2£§- 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ ae = fo, or unkown) | (Ifyes giveweror detesof service) | 2 
z 2".8 —_— ~ | ? Springfield Hospital records - Sykesville, Md. 
Gib sieie CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
geRe. i ~ ONSET AND DEATH 
Eg 5 gs ART |. DEATH WAS CAUSED BY: (es 1 AY 
ae8 a IMMEDIATE CAUSE (a) = pila. Yintt = 12 
fa52g Lp: , An 
sO" 88 PQA. | a »> ; \ 
Bests Conditions, if any, whieh (bl (abe at 2 Very 
esses gave rise to immediate cause 
= Svae (a), slating the underlying DUE TO 
3525 te) . = Pas a 
ae e=5 z . OTHER SIGNIFICANT CONDITIO! UTING UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTOPSY 
ge Seo 0 o et =  C. PERFORMED? 
=e YES NO 
Bees $|_ Manic depressive reaction, manic type. _ _ Oo a 
tay ook [20a ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part lor Part Il of item 18.) 
2 uo a | OR CONTRIBUTING [] CAUSE OF DEATH 
REELS G UF EITHER, NOTIFY MEDICAL EXAMINER) 
>e Be i a —= 
gs = £2 << |Goc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
RE< BS 2 fi ne While __ Not While factory, street, office bldg., etc.) | 
ore 3 ih. 19 ot work [_] at work 
wg - 
& 208s . | certify that 3) (this hospital) attended the deceased from. 1 va i» 19.96, that BH (we) last 
2 
mBoS 8 saw the deceased alive on.. 1/12 /. 2 «and that death occured at..2% be from the causes pace on the date stated above, 
apd 33 726. DATE 
OFA S oases ATTENDING MED, STAFF 
if MS SS" Den Ai Mo. | ane GB DIRECTOR (I Pxvs. 9/13/63" 
ee | [2 Seen ADN AN SONMEZ—_ | 22a. ADDRESS Springfield State Hospital 
“YPe) Zz 
a ES8 | Sykesville, Maryland. 
Serge 23, BURIAL, CREMATION, | 23b. DATE THEREOF 2ac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
3058 REMOVAL (Specify) r a i 
OR _iabomieens, ‘be Hope Cemat: 


. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


onBEP 17 1962 {herbie fuctge_ 


VR AIS (4) 
1sM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION be STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10443 _ CERTIFICATE OF DEATH 


1. PLACE OF DEATH on 2, USUAL RESIDENCE (Where deceased lived, If institutions Oda 


a, COUNTY 


e. STATE b, COUNTY 
Cann quoll MARYLAND Md. * 
b. CITY OR TOWN iif ou 


) Se 


‘orporate limits, ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 


Baltimonr a Jyey- 4 


write RURAL end st town) 


| od. ant HOSPIT: 


in by the funeral 


in 24 hours after 


@ ‘OR INSTITUTION {if not in hospitel, give sireot eddress). —||—=sd. STREET ADDRESS | ©. 1S RESIDENCE 
Godden Age Guest Home | 5777 Belain “gal ves] NOR] 
ps te First “Middle Last “Month Day Year a 


2 19 62 


IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Months bale Days 


it 
type ori Harve Nonwood me 


SGSEXe TT 6, COLOR OR RAGE) 7, maRRIED [_] NEVER MARRIED [_] | & ATE OF BIRTH . AGE (In years 


mate white wivoweDL —vivorclo[-] | 2 = 9 - -18 095 i 


10a, USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR Rey nN ae a & State, or foreign country) + 12, CITIZEN OF WHAT 


Rot during mo; raid ee even if retired) USA 
| 
a, FATHER'S Name? ] iz Many MAIDEN qd a = 


Richard Thomas siesta | Anna Mae (Last Name not known) 


!, and in any event, within 72 hours after de; 


Then please remove carbon papers. Pages 1 and 2 should 


he attending physician and completely 


The law requires that the death certificate be executed 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
iJ (Yes, no, or unkown) | (Hyesgiveweror detes of service) | 
2h 8 s a ies Harvey Norwood, Yr. Aame 
H See “18. CAUSE OF DEATH [Enter only one cause per line for (a), 4p), end (e).] “INTERVAL BETWEEN 
SRES ONSET ANQ DEATH 
+ g co) PART I. DEATH WAS CAUSED BY, 
38 eS ‘ IMMEDIATE CAUSE ( ’ 2 
res te DUE TO 
2469 4 : 
§ — Conditions, if eny, which (b) phe as 
ses geve rise to immediete couse 
Rend (e), stating the underlying ( CUETO s 
oe se os cause last. fen Ag in _s 
£ ae — : ae fA -K ose — Sse 
me cc. m PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUY NO ED TO THE TERMINAL DISEASE C ION GIVEN IN PART Ife)/ 19. WAS AUTOPSY 
eee Sg Sa 7 3 PERFORMED? 
Bes os s ves [] no (] 
8 8 Bee 4s er, pees 
ES 3 -& © ]20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 18.) 
end. & | OR CONTRIBUTING L] CAUSE OF DEATH 
BS E05 © | (Hf EITHER, NOTIFY MEDICAL EXAMINER) 
> = . a —— —= = 
ga 3 23 | Foe. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, | 20f, (City or lown) (County) Gtete) 
at 25 a Hour Neon While __Not While fectory, street, office bldg., ete.) | 
cee 
as aoa f 
f 2088 21. 1 certify that (i) (this hospital) attended the deceased be 2 Mf. 
x 3o38 saw the deceased alive on <AES-AL- death’ occured 
mraes —— 7 
c°) Fass ATTENDING MED. 
o= 5: md. | PHYS. DIRECTOR 
ia AN 22d, ADDRESS 
aes IRELL wll eta 
eo f4{f\_A , Moe —t— Yo —!.---.--- ag = lh 
gs ie gc 3a, BURIAL, Ch N, ie DATE’ THEREOF 2 JAME OF CEMETERY OR CREMATORY 7 ) 23d. LOCATION (City, town or county) (State) 
Se REMOVAL ASpecity) 
one burs 9-YW-62 ek 2 ap ee Md. 
VR AIS (4 24 FUNERAL DIRECTOR'S SIGNATURE 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATPRE 
isa 7[61 d 9, Ruck 9 0 ree dond Rd, EPS (062 eee ety “edge 
; | Leonar uck Yne 530: 05 Hargor pare SEP Z a 


24 hours after 
in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 


S 


igned by the attending physician and completely 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


may be retained by the hospital or attending physician. 


DIRECTOR: After this certificate has been si 
filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after dea’ 


death. 5% 


TO HOSPIT. 
TO F 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
10GL4 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE [Where decootod bived, If instilution: Residence pee 
BCE C: e. STATE b. COUNTY 
arroll MARYLAND Maryland af At large pad yonse 
’. org TOWN lif outsids corporate Timi, ¢, LENGTH OF STAY IN Tb <. CITY OR TOWN {If outside corporate limits, write RURAL | it give neerest to a 
write en jive neerest town) 
Sykesvi. ville 8yrs.7mo,ldy. Bethesda 
4. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give street address) d, STREET ADDRESS e. “sso 
Springfield State Hospital d ‘(616 Fairfield Drive ves [] No Bg 
Nae 3. NAME OF “First “Middle ‘Last | 4. DATE Month Dey Yeor ae 
(Type oF prin! Louis Paul Oldfield | Starx September 19 82 
sex |, COLOR OR RACE] 7, MARRIED LIINEVER MARRIED 8, DATEOFSIRTH = 9. AGE (in years |IF UNDER IF UNDER 24 HRS. 
3 rae “Months Hours 
Male White | wows] _ pworcen November 19, 1883 | 
Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE EE & Stete, or hs 5 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Farming; Plasterer as - Maryland | U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Louis Paul Oldfield Lanney Oldfield 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (ifyes givewerordetesofservice) 
° - 579~09=1378A | Spfingfield Hospital Records 
18. CAUSE OP DEATH [Enter only one cause per line for (e), (b), end().] ~ INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: * eee 
IMMEDIATE CAUSE (a) AYteriosclerotic heart disease Years 
5 | 
A0,) DUE TO | 
Conditions, if ony, which « Generalized arteriosclerosis | Years 
geve rise to immediate ceuse 
{e), steting the underlying OUETO 
auto tas, ‘al 
PART II, OTHER SIGNIFICANT CONDITIONS ohel, inion: TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hle)| 19. WAS AUTOPSY 


PERFORMED? 


pintexigation, with psy. reaction. (Korsakoff! ee [] xo fd 


GyRaSand9o emt dha soo 
Be Fars oa UNDERLYING O yb, ahBard bt SHS: INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of i item 18. ) 
OR CONTRIBUTING 1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
factory, street, office bldg., ete.) | 


p.m. 19 ! 
21. I certify that (I) {this eS attended the deceased from.... eta) [Sis Tee a ee 
1962. ., and that death occured :10R ‘om i causes Wd on the” be stated above, 
22b, DATE 


ATTENDING MED. STAFF | GNED, 
Mo. | PHYS. (_oomrector [1] puys. 96-63 
7 22d. ADDRESS — 


o» MD. .__| Springfield State Hospital, Sykesville, Md. 


23d. LOCATION (City, town or county) _ (Stete) 


20d. INJURY OCCURRED 


While __ Not While 
jet work [_] et work 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour ¢@.m, 


MEDICAL CERTIFICATION 


saw the deceased alive on 


at th specie da ae 
Fs. BURIXL, CREMATION, | 236. DATE THEREOF We. NAME OF CEMETERY OR CREMATORY 

REMOVAL (Specify) | 

Buia | 9/10/7622 Parklawn Rockville _Maryland— cs 
24 FUNERAL DIRECTOR'S SIGNATURE 1]desskast Montg. A REC'D BY REGISTRAR | 25b. REGISTRAR’S fs, Vacige: 

Tyson Wheeler Funeral Home Rockville, Marylan cs Al 0 196 ‘ ee’ ee <5 8 


MARYLAND STATE DEPARTMENT OF HEALTH j 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10 45 CERTIFICATE OF DEATH 


ws 
5 32 ons = OAS 
= 23 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceosed lived, If insiitution, Resi i 
eS e. COUNTY 6. STATE b. COUNTY 
5 2 J Les ' MARYLAND er 
2 8 b. CITY OR TOWNTt autside corporele limits, | ¢. LENGTH OF STAY IN tb | Tfouiside*corperate limits, wrile RURAL end give-hearést town) 
= 2 3 write RURAL end give nesrest town) 
S558 9 | hae,  Mlitizom Ge 
3 NAME OF taad SPITAL OR I IN"(f not th Rospital, give Ja odes) _ STREET AOD! @. IS RESIDENCE 
2 ON A FARM? 
: 3 ves [] No 
. om 3 NA E OF Middle, fe Month Dey ~Yeor 
=] JECEASED 
8 es (Type or print) 16) ER T RODE. 73 = Ss oO 196 2 
e s 6. COLOR,OR RACE/7. MARRIED Ey never NEVER MARRIED [] | 8 OATE OF BIRTH 9 AGE hP'yeers [IF UNDE IF UNDER 1 vat IF UNDER=24 HRS. 
s = st birthdey} |"Months| Deyaet) Hours | Mifina. 
; 2 WIDOWED _| wivowen Ey DIVORCED oO (2) 7: yrs, - 
3 cy (Give kind'of work | TObSaINO OF ‘BUSINESS OR INDUSTRY 11. el F/LE, fate, or fdfeign country) 9} 12. CITIZEN OF Gg ‘COUNTRY? 
2 9 life, even if retired), ’ x. 
§ S52 Careth Co itd all> E-, 
5 


a y cA ew €6 EVER IN U.S. rea FORCES? | 16. th SECURI A 17. 


(Yes, no, or aap (liyessivewerordatesofsorvice) 0-6/- Lb 
O- a 


—_—_— 


or removal, and in 


The law requires that the death certi 


cate has been signed by the attending physician and completely f 


be detached for use as the burial-transit permit. Then please remove carbon papers, Pages 1 and 2 s| 


“ 8. TRUat Or Di denier only on r (e), (b), end (e).] 
% bs 
3 PART |. DEAT 
a 
a838 
2 e Conditions, if eny, : 
a) s 90V¢ rise to immediete 
‘2 a {e), stoting the under pel age) 
222 | | SR re som 
py ot aa ee = 
a e. a Til. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Ni TED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
ad ° x a ae La PERFORMED? 
go 5 | ves [] No fy 
a S ees anit hath = S _ 7 : = Bi 
Begs 2 ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. [Enter neture of injury in Pert J or Pert Il of item 18.) 
i=} Bt ae ® | OR CONTRIBUTING [] CAUSE OF DEATH 
eels & | (IF EITHER, NOTIFY MEDICAL EXAMINER) bi 
OFs23 < Oe. TIME OF INJURY Month, Dey, Yer) 20d, INJURY OCCURRED | 2Ge. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) 
Z~S = x caer While __ Not While fectory, street, office bldg. etc. 1 
8 2 6 2 9 ot work et work 
Bees ; 5 
Heo 3 21. 1 certify that (I) (this hospital) attended the deceased from. 
egOR 2 e , from the causes and on the date stated above. 
38 
eral ss 22b. DATE 
Om ae STAFF 
« og RECTOR 0 evs. 
‘@ s- 
ot h 
Fg Ada 
nu 253 
Ocds2 
igh eo 
ovo 38 
BOR 
vR AIS (4) 


, - Le tettn GISTRAR PL ab og 
15M. wah 3 S - 
: 4 — 


mek 


id 


24 hours after 
in by the funeral 


oe 
oF 
in papers. Pages 1 and 2 


ate has been signed by the attending physician and completely 


s the burial-transit permit. Then please remove cat 


72 hours after 


© burial, cremation, or removal, and in any evengf withi 


jal or attending physician. 


UU 
2 
g 
& 
o 
o 
a 
2 
& 
5 
$ 
fe. 
a 
C3 
mo) 
© 
Po 
# 
: 
3 
2 
= 
a 
° 
= 
3} 
E 
Be 
io) 
= 
g 
a 
z 
a] 
H 
ial 
« 
rd 
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DIRECTOR: After this certi 


may be retained by the hos; 
director, page 3 should be detached for use a: 


* 


TO FUN! 


be filed with the State Dept. of Health prior t 


TO HOSPIL 
death. 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10426 CERTIFICATE OF a 1044 


1. PLACE OF DEATH E Wh re deceasad lived, H Institution: Residence before admissi 
Beco eN nN. a. STATE b. COUNTY 


es CR oun ents _Washington /% _ 
b. CITY OR TOWN [if outsida corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TO {If outside corporate limits, write RURAL and give nearest lown) 


write RURAL end give neerest town) 


Sykesville By =10m=5 Sharpsburg, Maryland 1X tho 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS RESIDENCE 


‘ON A FARM? 


-yiprinetield State Hospital = ets estos) 


3. NAME OF Middl Lb a De ¥ 
DECEASED "Stho Se eZ es 


T int) ‘ 
Eee LAMA! Samuel _Poffenberger _ Se CS ee 
cabled "| 6 COLOR OR RACE|7, saprieD [-] NEVER MARRIED By & DATE OF sera 9. AGE fn yoo | if = | ro rea 24 HRS, 

Months ys urs 


Male White | weowp[]  oworceo | 12-26-11 Orpen! Be ae 
10a, USUAL OCCUPATION (Give kind of work VOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


farming | Farming | Maryland _ U.5.h. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


offe ver Maude Rowe > 


&lex Pi “9 oss . : 
15, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgivewerordetes ofservice)| . 
-03-5168) Hospital Records Sykesville, Md, 


= 
18. CAUSE OF DEATH [Ent nly ‘one cause per line for (e), (b), end (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY, > Sa ia aii 
IMMEDIATE CAUSE o)__ Coronary Ovlusion Min. 
DUE TO 
Conditions, it eny, which  Vasculary Seart Disease. Years 


geve rise to imme. le couse 
(0), steting the underlying f OVE TO 


st 2 OBS —e te ascaaatnaar eee 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)( 19. so ‘AUTOPSY 
es PERFORMED? 


|__Epilensy ia = eed ves [1] NO fe 
200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED, {Enter neture of injury in Pert | or Pert Il of item 1B.) 


OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY — Month, Dey, Yeor | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) 
Hour em. While Not While factory, street, office bldg., etc.) | 
et work et work [_] 


MEDICAL CERTIFICATION 


Pam. 19 
. | certify that (I) (this hospital) attended the deceased from. win 59. 2am ey, , that (1) (we) last 
saw the deceased alive on. On. m2. =. Briinise +. and that death occured ahs 45, from the causes and on the date stated a 


(22s. SIGNATURE Se tn DAF 
: ATTENDING STAFF SIGNED, 
PHYS. =] BinteroR OO Pays, 
. PHYSICIAN’S : - he oF 22d, ADDRESS 
NAME (Type) ; 


‘ ad eS fcesville, Maryland 
/23e, BURIAL, CREMATION, | 23b. DATE Tl Mg we Zac. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, # town or county) “(Stete) 
2 


"ae Soot Bhy N62 fyf pen Clonereny —Sponpsbery » Marya 
DDRESS 25a, REC’D BY REGISTR. Sb, REGIS ARYL SIGNATURE 


(5 ae Fl 'S SIG) 


LUD of till SEP 24 96222 


oy 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Rural - Sykesville Baltimore City 


in 


eee 10447 CERTIFICATE OF DEATH 104 
5)8 = = i 
= + 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, It institution: Residence before 
Re ee a COUNTY @. STATE b. COUNTY 
gs MARYLAND Maryland Baltimore City 
— Fs b. CITY OR TOWN (it outside corporate limits, ¢. LENGTH OF ‘A YIN Tb ¢. CITY OR TOWN [II outside corporate limits, write RURAL and give neeres! town) 
ney write RURAL and give nearest town) haere’ 
ae 

3 


ay 
3 
2 
& 
n_ 
33 
ov 
ie gi 
 Y 8° d, NAME OF HOSPITAL OR INSTITUTION (if not in wana give wie Saas d. STREET ADDRESS «IS RESIDENCE 
a g/e 
we Springfield State Hospital _-_—_—i|_ ~—_—«'1 931. Swansea Road ves [J No BX 
Bn ‘3. NAME OF First Middle last vas “BATE Month Dey Yer 
aS DECEASED 
ae Wpsagenn ~__ STANLEY WISE ROUTER BETH a Lay 1962 
= 3. SEX 6. COLOR OR RACE|7. MARRIED BZ] NEVER MARRIED 3. DATE OF BIRTH 9. AGE {In years |IF UNDERT YEAR| IF UNDER 24 HRS. 
3 ES y im) last birthday) Monte] es Days | Hours Min. 
5 ¢ Male W wipoweo [] pivorceD [] 12/16/88 ys. | 
eg 10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Count ‘or foreigi countsy) | 12. CITIZEN OF WHAT COUNTRY? 
33 done during most of working life, even if retired) | 
se auto mechanic ihe. * > |p Maryleand — | USA : 
oe 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT a ~ Address , 


(Yes, no, or unkown) | (Ifyesgivewerordetes ofservice) 


> = 
3 
z3 
ge 
os 8 
2 
2 a 
8 8 
= 2 
= 
bg 
=a 
3s 522 
mo) 
2 i iD) 
2 #38 
a 28 unknown __ --- 215-03-7471| Springfield State Hospital Records 
= he = Hi 18. CAUSE OF DEATH [Enter only one cause por line for (a), (b), end (c).] INTERVAL BETWEEN 
$34 E 5 ren DEATH WAS CAUSED BY; B h 2 ~ a ONSET, eee 
$a 85 IMMEDIATE CAUSE fo) _ _ Bronchopneumonia, right lower lobe a ours_ 
ica aes 
Sages SX DUE TO 
a ‘ . 
22 § Se cor Weny! Cardiac failure 
8552 |. ee eur z 
Z ba te DUE TO | 
“Ba pata | 
meee cause bast, o. Generalized arteriosclerosis _ __|__years 
me ae a 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iia)| 19. WAS AUTOPSY 
weoae A — =." = 
Beee5 7° 3 Chronic Brain Syndrome associated with cerebral arteriosclerosis vs [] no EL 
2575 f 1/200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. {Entor neture of injury in Part | or Pert Il of item 18.) 
ist oud @ | OR CONTRIBUTING [] CAUSE OF DEATH 
mez AE © | (lf EITHER, NOTIFY MEDICAL EXAMINER) 
OS 323 3 | 2c. TIME OF INJURY Month, Dey, Yeor ) 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, ; 201. (City er town) {County} (State) 
a> Zan 5 Hour em. While __Not While factory, street, office bldg., etc.) | 
Be ever? 2 ey 19 et work [ ] et work [_] 
cers 
eos 2. I certify that i) (this hospital) ues the de es from. i stoy , 9S..., that (I) (we) last 
San3 = saw the deceased af on. si lO 2 and that death occured 20 ie my the causes and on the date stated above, 
are es 22e. SIGNATURE y wee Se 
Offa’ ATTENDING MED. STAFF SIGNED, 
8 ao 2 9 a mo. | PHYS.  [[] director [] PHYS. [3 9/24/62 
a ae 22d. ADDRESS 4 
ae = / Springfield State Hospital. 
Leh ge a E OF CEMETERY OR Vas 23d, LOCATIONACity, — 
Sous le > 
e*2 ies 
ve AIS (4) DRESS lf! R 4 iS 
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ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hoy 


by the haspital or ottendi 


: 


TO FUNERAL 
page 3 should be detached far use os the burial-transit permit. 


TO HOSPITA: 
moy be ret 


oa 
> 
2k 
so 
oe 


the registrar priar to burial, crematian, ar removal, and in any event within 72 haurs ofter death. 


Ke 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1042 —— CERTIFICATE OF DEATH ney, vin LOLA 


1 bee ie eo re Sie PEON (Where deceased lived. If institution: Residence before admission) 
a MARYLAND b. cou 


b. CITY OR TOWN (IF outside corporate Carrot rite | c. LENGTH OF STAY IN Ib 4 orporate Limits, write RURAL §nd give neorest town) 
obeak ‘AL ond givesnecrest tawn) 
” en ars 2/ mM 
street oddress) 


d. Keabal OF HOSPITAL not in hospitol, git ) e. 5 A eae 
OR INSTITUTION , ARM? 


ves Beno oO 
3. NAME OF First Middle 4. DATE Manj Day Yeor 
Been” The Mewtow =e Shu Sep 27 962 


5, SEX 6. COLOR OR RACE 17. MARRIED [-] NEVER MARRIED [7] | 8 DATE OF BIRT! I’ AGE (tn yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


yes. 


Fiemak | Ww hate WIDOWED [~~ ~—iDIVoRCED [} ae g) a] F7L- last birthday) [Months] Days | Hours] Min. 
11. B 


10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY HPLACE {Stote ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
seria t of. guoeking life, even if retired) _ ? 


1, ne 


13. FATHER'S NAME 


Hew W [Kas Ary Eleawir Cushin 
15. WAS DECEASED EVER tN HH . ARMED FORCES? |16. Ss SECURITY NO. INFORMANT Address J 
rsClontnee Vit Millers, Mt 


‘ex, 0, oF unknown) gry wo" oF dates of service) 
1B. CAUSE OF DEATH [Enter only ane couse per line for He (b), ond {c)-] INTERVAL BETWEEN 
5 a ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: - ‘ az 
_ IMMEDIATE CAUSE (a) 
awit 7 


DUE TO 


‘O 
Canditions, if any, which (b) D ce sg i } 
gave rise ta immediote 
cause (a), stating the under- ( DUE TO 
lying couse last. (c) 


Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Re eee 


yes] Nope 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


IME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. {City or town) (County) (State) 
Hour a. While Not while foctory, street, office bldg., etc.) ! 
P. 9 lat work [] ot work [7] 
a 
21.1 certify that | attended the deceased peat 
i 9 ¥ , and thaVdeath accurred ot_ 4_M, iam the causes and an the date stated abave, 


W rN “ae ey a pees yo e) DATE SIGNED 
ss a) H Fy Ard MOD 


MEDICAL CERTIFICATION 


22d. LOCATION Re besa tawn, or county) (State) 


UP 
Vaan precra R’S SIGNATURE 24a. REC’D BY REGISTRAR Oe veer 'S SIGNATURE 


it ae 3 196 "J 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
419 CERTIFICATE OF DEATH 


5 BUACE ON DEATH 2. USUAL RESIDENCE (Whare deceased fived, If institution: Rasidence bafore admission) 
ig a, STi b. COUNTY ie 
Carroll MARYLAND ‘Maryland Montgomery 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, writs RURAL and give nearest town) 
write RURAL and giva neprast town) ee | Ste 
Sykesville 9mo. 4 dySe Silver Spring aus 
4d. rane ; OF HOSPITAL OR INSTITUTION {if not in hospital, give street addrass) <d. STREET ADDRESS °. IS RESIDEN : 
Mi 
Springfield State Hospital : 9305 Flower Avenue ves [] NO [3k 
3. NAME OF “First — nel Last 4 ets Month Day Year 
DECEASED 
Cet) = Lavinia NMI Quinn DEATH September 17, 19 62 
‘5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH mgs shes (In years |IF UNDER1 YEAR] IF UNDER 24 HRS. 


7. MARRIED [—] NEVER MARRIED [_] 


by 


‘Hours | ‘Min, 


ee “Months ie Days 


y 


Female 


10a. USUAL OCCUPATION (Giva kind of work 
done during most of working lifa, avan if retired) 


White 


WIDOWED pivorceo [] 


February 12, 1887 


Tb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Se, 

$3 

oo if 

5 2 aegis a __ Nursing Pennsylvania | U.S.A. 

g s 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

By Julian Dennis Margaret Nice 

c a 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT = Address 

2 g {Yas, no, or unkown) | (Ifyas give warordatesofsarvica) 

eS No - |577-12-7238 |Springfield State Hospital <" 

ao | 1B. CAUSE OF DEATH [Enier only one cause par line for (e), (b), and (c).] INTERVAL BETWEEN 
4 & PART I. DEATH WAS CAUSED BY: Bi ONS GN O.CERTY 
as IMMEDIATE CAUSE (2) ilateral pyelonephritis Weeks 

2 = “4 a4 DUE TO 

£3 Conditions, if any, which » _ Arteriosclerotic heart disease Years 


gave rise to immediate causa 
(e), stating the underlying DUE TO 
cause last, te} 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE. CONDITION “GIVEN IN PART ‘He)| 19, WAS AUTOPSY 


CBS, with intracranial neoplasm, with psychotic reaction. Cloner 


yes fe] No [] 
20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Eniar nature of injury in Part | or Past Il of item 18.) a 
OP CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Stata) 


factory, straet, office bldg., etc.) i 
19 
19.62 that (1) (we) last 


1 
2. 1 certify that (I) (this hospital) attended the deceased from.......-Aa Oar Pe eee 
ieg 62. ., and that death occured aiL2 304, Ce “the causes | and on the date stated above, 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


2Dd. INJURY OCCURRED 
While Not While 
at work at work 


MEDICAL CERTIFICATION 


saw the deceased alive on.. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 4 


may be retained by the hospital or attending physician. 


a ~ 22b. DATE 
oar <j ATTENDING, STAFF SIGNED, 
cue Cia 7 mo, | PHYS. EL] biRecror C1 Pars. | 9-17-62 


be filed with the State Dept. of Health prior to burial, er 


A = ; 22d. ADDRESS 
a f 4 I ype) Agustin del Tinne,, 1 Springfield State HOspital, Sykesville, } » Md. 
ms 8 238, BURIAL, CREMATION: 23b. DATE THEREOF 23c. NA OF we OR catia RY 23d, LOCATI (City, town or coun {State} 
o® os REMOVES u 9/20 62— eck Aveb eh Cee vletg PPS Ne oe oe re 
Ve Als (4) 24 FUNERAL PIRECTOR’S\ SI: IRE ‘Sa. REC'D BY REGISTRAR be way fAR’ % SIGNATURE : 
15M 7/61 oy Labfebs LY Carol ST Hldrlebsh, eat 19 1962 $horkes eed Yee 
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he attending physician and completely 


lease remove carbon papers. Pages 1 an 


or removal, and in any event, within 72 hours after de. 


-transit permit. Then p) 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


may be retained by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by ¢ 


* 
| 


TO FUNE 
be filed with the State Dept. of Health prior to burial, cremation, 


director, page 3 should be detached for use as the burial 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10450 CERTIFICATE OF DEATH 410444 


J. PLACE OF DEATH 2, USUAL RESIDENCE (Where dacoosed lived, If insiilutioni Residence before admission) 
a. COUNTY a. STATE b. COUNTY yi 
Carroll —_— =e ee _| —_ Marlena, Balto. City = 
b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib «. CITY ORT I ouiside corporala limits, write RURAL and giva n¥arest town) 
writs RURAL and give nearest town) 
__ Sykesville 6yrs -8mo,23dys —- Baltimore 31 et = 
d. wae OF HOSPITAL OR INSTITUTION (if not In hospital, give streat address) | d. STREET ADDRESS 5 SEE 
_ Springfield State Hospital | __ 626 S. Bond Street res) NOR] 
Pa. NAME ue First ‘Middle les 4, DATE Month Dey Year 
or 
iTyssioriedin) George Robert Roof veata September 20, 19 62 
PS. SEX - "|& COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED |] | ® DATE OF BIRTH 9. AGE (in years |IF UNDER YEAR| IF UNDER 24 HRS, 
ae Months) Days | Hours | Min. 
Male White wiowe ¥] Divorced [_] lugus t 25 1876 86" oy ‘| ig ef | 4 


Wa. USUAL OCCUPATION (Give kind of work ce KIND OF BUSINESS diet USTRY | 11. BIRTHPLACE (County & Stale, or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


done during most of working fifa, even if retired) | 
|_ Machinist file, onpennsylvania US: Ape 
13, FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


John Roof ma Mary Ella 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 

(Yes, Cd Ean Sebi aa 4 

| __ No = _| 212-18-98514| Springfield Hospital Records =. 
] 18. CRUSE OF DEATH [Enter only ona couse par line for (e), (b), and (e).) INTERVAL BETWEEN. 


ONSET AND DEATH 
PART | EAT MDDIAR cAust ) Ateriosclerotic heart disease with congestive failure Years_ 


y l DUE TO 


Conditions, if ony, which ») Generalized arteriosclerosis. Years_ 


ava rise to immediate cause 
(a), stating the underlying pO: 


cause lest, (e} 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY _ 
PERFORMED? 


CBS assoc. ith salen ator st. with cerebral art. with PaO} ves (] No Ki] 
208. TEAL PLM « pas (Enter natura of injury in Part | or Part Il of itam 18.) C VO xX 


OR CONTRIBUTING [] CAUSE OF DEA’ yate 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2Dd, INJURY OCCURRED | 2Da. PLACE OF INJURY (Home, farm, 
While __ Not While | factory. strast, office bidg., et 


ot work [[]_ at work [7] 


20c. TIME OF INJURY Month, Dey, Year 
Hour a.m. 
p.m, 


“204. (City or town). (County) (Stata) 


ae a 1902, that (I) (we) fast 


, and that death occured 12d LK ‘Pele the causes and on the date stated above. 
~22b. DATE 


ATTENDING MED STAFF 
MD. ne GO DIRECTOR [el PHYS. ¥] 9-20-82 


MEDICAL CERTIFICATION 


19 


21. I certify that (I) (this hospital) attended the tee PROM ts eee 


saw the deceased alive on 


‘22a. ZZ lag Le 


the 


We res “Springfield State Hospital, S 
ve" _ Agustin_del Campo Pt ebere Mase Deitel bist othe ykesville, Ma 
23d. LOCATION (Cy 


Fe. BURIAL, CREMATION, 23b. DATE THEREOF lh NAME OF CEMETERY “OR 


VAL (Spedfy) = 26- 6 > 
a io SIGNATURE 


or eile (Stal 
» REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SAGNATURE 


fone SEP 27 1962 PCbarloo Jueetge 


€ eS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1Oane” 


10451 bith ih OF DEATH 45 


= 


s $2 
J = 
> = 
& 8 1, PLACE OF DEATH 2, UBUAL RESIDENCE (Where decoased lived, If insfitulion: Resldence before admission) 
iy 333 a. COUNTY a. ST. ee ae COUNTY 
8 Cane. amen tle. 
= > b. CITY OR TOWN Tt outside corporate "0, “e. LENGTH OF STAY IN Tb TyOR bg Alt outside corporate Lod." write RURAL ond give neerest lown) 
=x 3 write RURAL end give nearest tows) is 
ped 
eS Me LOH Soe 
3 £ fo syfaeh eddress) od. STREET ADORE @. 15: RESIDENCE 
x I = ON A FARM? 
WA ves fs no No A 


oo dese SPITAL OR ft haa Ue not in he ital, oy 
“NAME OF 7, First 


Cype ri) NANCK AGNES ROSE 
"]6. COLOR OR RACE) 7. married Enver MARRIED ay B. DATE OF BIRTH rice pea 


Va wipowep [-] _vivorcto [7] 
. BIRTHPLAGY’ (County v7 Stete, or & fon an | ‘12, CHTIZEN OF WHAT COUNTRY? 


USUAL OCCUPATION (Giva kind of work | TOb. KIND OF BUSINESS OR | 
x ¢ A! |Z ‘a a = 
OTHER'S MAIDEN WAME 


1. De ‘Month Day 

bears SEPT, a 19 poz Za 
IF UNDER YEAR) IF UNDER 24 
Ee S Days | Hours | Mi 


during most of working lifer eyen if retired) 


-AL 7 as 


13. FATHER’S NAMI 


in any event, within 72 hours after de: 


ding physician and completely 
ten please remove carbon papers. Pages 1 and 


AS hed EVER IN U.S. ARMED FORCES? | 


S53 15° LCE RG ECURITY NO.| Fa a. 
B (Yes, no, or unkown) | (Hyesgivewerordetesof service! 
2 =~ a 2/9-10-628 see Miu 
S “/18. CAUSE OF DEATH [Enter onty one cause per lind for (e), (b), end (c).) Lig hc Coxe: 
a SET AND DEATH 
PART I, DEATH WAS CAUSED BY; 
23 4 IMMEDIATE CAUSE (e)_ wach ERS BKAL_ 2 WK OM BOELE : Fon aE, 
pas | DUE TO 


pcaucaapbpiakones S ARTERID SUERTE ORD taslilik 2 YEARS 
(a), steting the underlying £ CUETO LISEAS. 
use last. te). 


19. WAS AUTOPSY 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) AUTORS 
Q se PERF 
5 
a od cz es SO aS J LPR IEl 
E | 206. ACCIDENT WAS UNDERLYING [} | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Port Il of item 1B.) 
OP CONTRIBUTING [-] CAUSE OF DEATH 
& |r eter, NOTIFY MEDICAL EXAMINER) 
a 20. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
Fa] Hour e.m. While __ Not While foctory, street, office bldg., ete.) | 
= aoe 19 ‘et work et work | ' 


. | certify that (I) (this hospital) attended fhe deceased from.. 0) to. Oy. l... 194. Zihat (1) (we) last 
EPZE. 


s WO2, and that deni oom be from the causes and on the date stated above. 
22b, DATE 


- hace pinector [-} Pays, Oo SELLE /G6®. 


| 22d. ADDRESS 


LGSOLAE RD. MEST INTER, / 


3b. DATE THEREOF = OF CEMETERY GREGREREETORY, i 23d. LOLATION (City, town or county} 
Lhe [2f 2 age ee 0 £t¢ 


saw the deceased alive on. 
) 22a. yy 


may be retained by the hospital or attending pI 
DIRECTOR: After this certificate has been sign 


7 NR en a) 2L/AM F STEW ERT 


23a. BURIAL, CREMATION 
OVAL (Specily) 


+ 


TO FUNE, 


director, page 3 should be detached for use as the burial-transit permit. T 
be filed with the State Dept. of Health prior to burial, cremation, or removal 


death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


1SM 7/61 Sy ~ lomegp 4440 fehionts 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 10452 CERTIFICATE OF DEATH 10446 


1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceosed lived, If inslitution, Residence belore e: eon) 
=, COUNTY a. STATE b. COUNTY 


Carroll ee Maryland _Balto,Cit v 
B. CITY OR TOWN {if outside corporate limils, c. LENGTH OF STAYIN Ib ||. CITY OR moat {If outside corporate Timits, write RURAL end give neeres!*fown] 
write RURAL and give nearest town) 


Sykesville 3yrs.5mose 1535 Holbrook Street 


“d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitef, give street eddress) d. STREET ADDRESS . ~~ |e. 18 RESIDENCE 
(ON A FARM? 


Springfield State Hospital __ || Baltimore 2, _Md, ves [] No [2 


First fenidds a i ‘ RTE “Month ‘Dey “Yeer 
DECEASED 


era Harry She11man Rayeten | fears September 2h, 19 62 


|6 COLOR OR RACE|7. MARRIED [_] NEVER MARRIED [] | 8- DATE OF BIRTH ~ 19. AGE (ly years |IF UNDER T YEAR iF UNDER 24 HRS. 


White re owvoreeo 1876 Deg. 16 ta ees | Months) Days |“ Hours |” Min, 


10a. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign Soe ) 12. CITIZEN OF WHAT COUNTRY? 


done tine most of = Ning eR retired) aha | Maryland U.S.A . 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Jobn Rice | Lara V. Coilrighter 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? art Sr! 0.) 17. INFORMANT Address 
na 


{Yes, no, unkown} | (yes give werordetes of service) 
No = Springfield Hospital Records: 
|] 18. CAUSE OF DEATH [Enter only one cause per line for le), (b), end (c).] 4 INTERVAL BETWEEN 
AND DEAT! 
PART I. DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (o)_ _Bronchopneumonia _— 
DUE TO 


Conditions, if eny, ee »_ Arteriosclerotic heart disease 


e 


in 24 hours after 


ly Miled in by the funeral 


¥ 


s that the death certificate be executed 


may be retained by the hospital or attending physician. 


geve rise to immediete couse 
{e), steting the underlying 
cause lest. 


DUE TO 


Generalized arteriosclerosis 


fe) phate a 


PART Il, OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie) 19, WAS AUTOPSY — 


eSeassoc.with senile brain disease with psychotic reaction. ie ey 


1202, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING L] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 

Z 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
Hour e.m. While Not While factory, street, office bldg., etc.) | 
19 at work at work [_] 1 


MEDICAL CERTIFICATION 


p.m, 
9, ro Septe..2lly...., 19.62 that (1) (we) last 
saw the deceased alive on.. ay ES) am .19.62.., and rep pat Bebe a@s.20AMrom the causes and on the date stated above. 


[22e. SIGNATURE aie ae 22b, DATE 
eden .p. | PHYS. (ai DIRECTOR DD Pas. 


DIRECTOR: After this certificate has been signed by the attending physician and complete! 


OR ATTENDING PHYSICIAN: The law requi 


22d. ADDRESS 


“Tree __| Springfield Hospitel, Sykesville, Mde 


ya ERATION, a1 | 23b. DATE THEREOF se “NAME OF CEMETERY OR siete LOCATION. (City, “town or r county), 
eee PORCAR GROVE ME + WARREN 
RE . 


ADDRESS 25s. REC'D BY REGISTRAR p (ie. oe 


VR AIS (4) © Q) 
ant _b): GELLIR RD |uxSEP 27 962 forts Jeg 


< 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death 
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death. 
TO FUN 


TO HOSPIT, 


OR ATTENDING PHYSICIAN: 


%: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10453 CERTIFICATE OF DEATH 10 449 


— 


gave rise 10 immediate couse 
(0), steting the underlying 


BUETO 


5s @2z = 
2 3 ————— ———— 
5 8 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where docossed lived, If Inslitulion: Residence before admission) , 
nw 2G e. COUNTY 
g C a, STATE b. pee 
Hea arroll MARYLAND Maryland 
= Res b. CITY OR TOWN (if outside corporate limits, — "| @ LENGTH OF STAY IN 1b “eg. CITY OR TOWN (if outside corporat limits, : Ba. al timoy ¢ Ca. neare: nO Aer 
x 582 pa RURAL ai i neorest town) J 
oat 3 it 
c =3é 28 days” Siegel iimeres? st 
» & 5) }2 ‘d. NA my E OF eesvidle OR INSTITUTION {if not in hospitel, give street eddross) | d. STREET ADDRESS ®. SR ASAE 
eS 
aris ___ Springfield State Hospital  —_— L109 McAleer Court 
2 o q 3. “NAME OF Fiest Middle 4, DATE Month Day 
oat OF 
g Fee I (Type or print) Lillian iste peatH September 20, 19 62 
o -—-_ 7 ee eee ee — ee ad a 
be 3 5. SEX "|. COLOR OR RACE) 7, jaRRIED [_] NEVER MARRIED [2X] | 8» OATE OF BIRTH . Bort [iF UNDER T Tea? IF UNDER 24 HRS, 
¢ Months “Days Hours | Mi 
2 28 Female White wioow []  ovoaceo [J |July 13, 1882 ys. | 
3 s $ Wa. USUAL OCCUPATION (Give ki ‘work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stato, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 2 done during most of working lile, even if retired) } 
§ 28 _ Seamstress . - ht _ Virginia lL _U.SeAbe a! 
= 3 H 13. FATHER FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
a £ 
$90 wee - 
o $§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT > Address =. 
é2 6 = no, or unkown) | (Ifyes give warordatesofservice) 
Payee's 3 
a2. yt ES sl - | Springfield State Hospital oars # 
OB RE 18. CAUSE OF DEATH [Enter no eause per line lor (e), (b), ond te) INTERVAL BETWEEN 
e285 PART I. DEATH WAS CAUSED 8Y, : - Pa een 
iz a IMMEDIATE cause (o) _AYteriosclerotic cardiovascular disease. _|_ Years, 
tS 2 Ef gual iay DUE TO 
= 5 Conditions, il eny, which ) Pneumonia Dayse 
= : = ve 
2 
= 


{e), 
, OTHER SIGNIFICANT CONDITION 


‘© DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1ia)| 19. WAS AUTOPSY 
PERFORMED? 


CBS assoc, with cerebral arteriosclerosis, without psychotic reaction, |“ %° & 


‘20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. ene noture of injury in Part | or Pert Il of item 18.) 
OP CONTRIBUTING (] CAUSE OF DEATH 


{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d. INJURY OCCURRED 
While Not While 
at work [_] ot work [_] 


/20c. TIME OF INJURY — Month, Day, Yeer 
Hour e.m. 
Pam. 9 


21. | certify that (i) (this hospital) attended the deceased from............04 22. 9 0 Gw2Qm.., 1962, that (1) (we) last 
saw the deceased alive on.. 19% 62, and that desth occured at2rhB, aatte causes and on the date stated above. 


ATTENDING STAFF IG 
is Ze mo. | Pas. E] OIRECTOR Ol Pays. fe] 9-20-62 


200. PLACE OF INJURY (Home, farm,’ 201, (City or town) (County) (Stete) 
factory, street, office bldg., etc. My 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed 


4 may be retained by the hospital or attending physi 
director, page 3 should be detached for use as the bi 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


ICIAN’S. 22d. ADDRESS 

H : 
a } ME (Type) Agustin 4 del Campos ; __|Springfield State Hospital, Sykesville, Md. 
Le z IAL, CREMATION, | 23%. DATE THER! 73c. NAME CEMETERY OR CREMATORY 23d. Li IN (City, tgwn or county) tote) 
te Bs Difigho.” Pearauce. y, ied. 
nH OR Le Nis bai = i 

VR AIS (4) 24 FUNZRAL DIRECTOR’ $ SIGNATURE “ADDRESS ~ ‘250. REC'D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE 

15M 7/61 

Mae tb pede hea tI COS 7 


[om SEP 24 1962 fCbevlaa adore 


Y204 pei eelce dS Ove aes ee Mid - 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10454 CERTIFICATE OF DEATH 10448, 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residance before edmission) 
oan e. STATE b. COUNTY , 


Carrell ot) sit. ___ MARYLAND | ____ Maryls Wicomico _ 
b. CITY OR TOWN [if outside corporata limits, | ¢. LENGTH OF STAY IN 1b c. CITY OR mae outsida corporata limits, writa RURAL and giva neerest town) 


should 


fath. 


r- write RURAL end give nearest town) 
5 ef Rural-Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hi 


in 24 hours after 
in by the funeral 


¥ 


mit. Then please remove carbon papers. Pages 1 and 


_ Salish: - Rural . 

d. STREET ADDRESS e. IS INCE 
ON A FARM? 

White Gate Guest Home . | North Salisbury Bavd. Ys [-] NO| 


. NAME OF First idd Last | 4. DATE Month Day Year 
OF 


DECEASED ‘jG 
. ype orprin!) = Mg, : Mm. $ | pra September 14 19 62 
5. SEX 6. COLOR OR RACEIZ/ married [-] NEVER MARRIED |] | 8: DATE OF BI 2 9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female | White winowen FX] vivorceo [] | July 16, 1909 55 pall ar) | Saar 


Te. USUAL OCCUPATION (Give kind of work | Tob, KIND, OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) CITIZEN OF WHAT COUNTRY? 


done during most of working life, even ifretied) | Mayfair Tailoring 
Sewing enecctions Baltimore, Maryland U.S.A, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Margaret Ritter 
9 


17. INFORMA: 


ding physician and completel: 
|, and in any event, within 72 hours after 


Address 


| Box 198, heer Park Road 
No 215-26-2665 | Mrs. Doris John,Randallstown, Maryland cag 


\/ 18. CAUSE OF DEATH [Enter only one cause per line for (e}, (b), end (c).1 


PART |, DEATH WAS CAUSED BY: : = gabe | 
IMMEDIATE CAUSE (e}__ t * = 
ry / . kee Sis 1¢6/ 
Conditions, if any, which bhnres ehreer =. 
: —Fo—.— 


oo | Ae 2 


(a), steting the underying 


i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH JU} NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
a an PERFORMED? 


yes [] NO DO 


‘jial-transit per 


md 
3 
$ 
3 
3 
x 
3 
2 
rf 
= 
ES 
5 
8 
ra 
% 
8 
~. 
® 
Ee 
3 
£ 
$ 
3 
oC 
g 
fe 
3 
= 
© 
2 
= 


[20e. ACCIDENT WAS UNDERLYING | 206. DESCRIBE HOW INJURY OCCURED. (Enter | 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER)| 


20c. TIME OF INJURY — Month, Dey, Yeer | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
Hour e.m. While Not While fectory, street, office bldg., etc.) | 
aa 19 et work [ ] et work 


1 

21. bE certify that (I) (this hospital) attended the deceased from..... a. Say 9b to LSA, 19S that (1) (we) last 
saw the deceased alive on LG wa Am.......19. OF and that death occufed af fi bm, from the causes and on the date stated above. 
220. SIGNATUR@ fo fe ih i 22b. DATE 


Mw” .. BEE Boe oH Ys ce, 


MEDICAL CERTIFICATION 


may be retained by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by the atten: 


OR ATTENDING PHYSICIAN: 


22c, PHYSICIAN'S 22d. ADDRESS 


NAME (Type) Dr, Howard E. Hall | , Ae 
33a. BURIAL, Sean | 23b. DATE THEREOF ae NAME OF CEMETERY OR CREMATORY d. LOCATION (City, eo as “(State) 
REMOVAL (Specify) 
Baltimore National Cem. Baltimore, ___ Maryland 


de — ‘?- 
VR Als (4) STRBSLiber Road 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
wore ees 27 __Randalistows, Way lonSEP 19 1962 /°Morrboa oye 


director, page 3 should be detached for use as the b 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPr 
death, 
TO FUN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ann ¥ CERTIFICATE OF DEATH 
——— a TALES == 
1 Man oF DEATH: 


MARYLAND _ 
b. city ¢ fo) LTOWN (if outside cobporate limits, 7 “e. LENGTH OF STAY IN Ib 


Ze 


address) 


naares! town) 


@, IS RESIDENCE 


ON A FARMR 
YES NO 


= =) 
Dey Year 


AP 1962 


|, d. STREET ADDRESS ~ 


{ 


"3. NAME OF 


meee dae gr =! WERLER- SHA PEER ii 


NEVER MARRIED O} DATE OF BIRTH "9. AGE (In years) IF UNDERT YEAR| IF UNDER 24 HRS, 


| 5. SEX 1 Te) ; 
| birthday) |"Months| Deys | Hours | Mi 
mM | WIDOWED DIVORCED all -— LX 7/ 7 ies ies ! | 


10e. USUAL_OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUQRY | 1, "ON. (County & Stete, or foreign country) ] 12. CITIZEN OF WHAT COUNTRY? 


dong duringAnost gfworking life, even if retired) | dk | LOS fA 
| f | 


14, LE HER'S MAIDEN wa 


16, SOCIAL SECURITY NO.) 17, INFORMANT 


WAS DECEASED EVER IN U.S. ARMED FORGYS? ~ 
es, na, or unkown) Lf Pps give wer ordetes.ofse¥l y /4 dates Yu 7) ce Wace al Wed 
~~ | 18. CAUSE OF DEATH (Eniar only one ae per line for (a), (b), end {c).1 i, Zio 


DE 
PART |. DEATH WAS CAUSED BY: GP AirmbraeD Or 


_IMMEDIATE CAUSE (e! 


nie a gee Khe gpirteudrna Cache Vircetyr Fists ie Cyr 


geve rise to immediete couse 
(a), steting the underlying 
couse lest “i (e) 


EATHER’S NAME 


fee LU 


13. 


Ith prior to burial, cremation, or removal, and in any event, 


detached for use as the burial-transit permit. Then please remove carbon 


z z PART II, i ae ING TO. Sapels RELATED T6-346.JERMINAL DISEASE CONDITION GIVEN IN PART Ka)| 19. WAS AUTOPSY 
g < I ___| ves [No EY 
“g | 20s ACCIDENT: WAS UNDERLYING: [15 ](20b.. DESCRIBE HOW INJURY. OCCUREDE (Enlernatra a injury in Pert | or Pert Il of item 18.) 
4 © RIBUTING Al ol 
EI tay {IF EITHER, NOTIFY MEDICAL EXAMINER) 
©) 3 s 20c. TIME OF INJURY Month, Dey, Yer) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) =—SSCS*« Stet) 
Ze Se a Hour em. While Not While fectory, street, office bldg., etc.) | 
2 o : ALE 9 et work at work [_] 
Lo} Bs 2. 1 certify that (I) (this hospital} attended the decea front,..4. LO aD fe ake we 19.4, that (1) (we) last 
R Ze saw the deceased alive é that deat occured atf%...... from the causes and on the date stated above, 
6 ta Laie ATTENDING STAFF 2b. RAND 
‘ og j a mp. | PHYS. DIRECTOR 1 pas. frvtlee 
a. i! Zc. PHYSICIAN'S — 7 32d. ADDRESS > 
aes NAME (Type) 
fia fl 
un Zoe = ——— a ——Se eee eee s mee = = =Oa eet => 
(ees Sue Be. BURIAL, st, CREMATION 23¢, NAME OF CEMETERY OR CREMATORY : 3d, LOCATION (city, lawn or county) (State) 
3 ‘AL (Specily) 
gtous A LAA PLE ee Ww Meet, — <Teccuah D 
Fn ats (4) 2 RAL DIRECTOR'S SIGNAT 250. 4 e S868 25b. RE S SI 
15M 9/60 (Bik a Wed |oarte YO! bc r 


MARYLAND STATE PFPARTMENT, OF * HEALTH—BALTIMORE, 18 


10456 CERTIFICATE OF DEATH res 0. Ne: 4.04.50 


<< os 
a 32 1. PLACE OF on 2 USUAL RESIDENCE (Where deceosed lived. If insituion: Residence befare admission) 
s 3 ° a b. COUNTY 
2 
oe. CARROLL Coen rr "s ||“ aRrrZAnvD CAL LcLL 
= Be b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b & CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
3 54 RURAL and give nearest tawn) 3 Ly 
3 as 
= 32 TAWST ER ORS. EST sTER, “ID. 
ae 22 ¥ d. pelistiday {If not in hos give street address) STREET ADDRESS. mel RESIDENCE 
= / Be ON A FARM? 
». S2"CHURCH STREET | 52 CHURCH STREET | WOK 
£6 3. NAME OF First Middle 4. DATE Year 
rs (ype or pin) Af LE Y/ DEATH SEP I 7 2 Se 
I 5. SEX 6, COLOR OR RACE ]7. MARRIED] NEVER MARRIED [] |8. DATE OFIRTH 9. AGE (In yoors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
lost bittbdoy) [Months] Days | Hours Min, 
ye. 


10a. USUAL OCCUPATION (Give kind of work done 
luring most of warking life, even if retired) 


OVSE WEE 


13, FATHER'S NAME 


THON 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Addi 
3 arian S'6 Ew Wierd SOR._RD, 


eo aS Mae ee Ue Sov)Lovis S. SHARKE yr WreSToMsTER, 21D 


——— 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] , INTERVAL eee 


NSET AND DEATH 
PART I. DEATH WAS CAUSED BY Seeretie> Li ae ae GaterLe, PaaS DA, 
7 ia DUE TO a a 


Canditions, if ony, which ( 
gave rise to immediote 


i DUE TO 
cause (0), stating the under- A. 
lying couse lost. re] 2 Or 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign if 12. CITIZEN OF WHAT COUNTRY? 
TURK E VSA, 


14, MOTHER'S MAIDEN NAME 


Then pleose remove carbon papers. By 


tificate hos been signed by the attending physician and completely filled 


ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hour, 


the registrar prior to burial, cremotion, or removol, and in any event within 72 hours after deoth. 


NAW (Type) Vd TEANETSS “” ee ae 72 4 Ma 


€ 

& 
bs ae 
S85 ra Par Il. OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS AUTOPSY 
Neeley fle 
435 é ves) NO) 
O52 = [200. ACCIDENT WAS UNDERLYING C]_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
alii & | OR CONTRIBUTING L] CAUSE OF DEATH 
ged & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= ae fe Sar T7777 Por 
oes & }20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or lown) (County) (Stole) 
Sas ray Hour 0. m. While Not while factary, street, affice bidg., etc.) | 
se Fs 2g lot work (] ot work H 
Gace ad i = a 4 
S25 21. | certify thot | attended the deceosed from.__3--~<. ITZ, to. aV- 27 ~ 195 Zthat | last saw the deceased 
2a? - 
og 3 2 eee see” tg oe, eee ind that death occurred ats _M, from the couses ond on the date stoted above. 
=6 7 _ ADDRESS (Street, city or town, stote] DATE SIGNED 
5G ACTUAL £2. C 

eS SIGNATURE. A ed 

2 

> 

° 

s 

” 

° 

oD 

8 

a 


Ze< | 
Siew s | jl Fe es te Se tchnnnes 
as s To. poucnnc tre 7b, DATE a Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
~> peci = 
ofo kt OL 62| WESTUNSTE MESTPUWSTER, AWD 
ror ~\ R ak E ADDRESS. Qda. REC'D BY REGISTRAR | 24b. REGISTRAR’ ‘S SIGNATURE 
7 ‘SPE 
RAS, y we 0 NESTA. 7 AAD. owe DEP 2 6 9 2 y fed. A. 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


No 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}- INTERVAL BETWEEN 


- NSET,AND DEATH 
PART t. DEATH WAS CAUSED BY: ft iA yi Si 
IMMEDIATE CAUSE (0) f hero horas blastn!) b far foul) lo 2. inn Bao, 


DUE TO 


(Yes, no, ar unknown) | UF yes, give war or dates of service) 


Rev. Donald Snider, New WindsorMd, 


Then please remave carban papers. 


Conditions, if ony, which & 
gove rise to immediote 


1 ia 
24 
Fi uv ’ 
CERTIFICATE OF DEATH reg. dist. No O4. 54. 
7 cs “ ss “, 
a BF M Hb PLACE OF DEATH RB USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) y 
Ee eae ° b. Ne A 
se Carroll Ae Pa. COUN Franklin ¥ 
= 3 na b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporote limits, write RURAL and give nearest town) 
iy s RURAL ond give neorest town) ! 
2 u , ¥ 
ne RS New Windsor 3 Months Waynesboro a 
ese d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS, «. Is RESIDENCE 
= OR INSTITUTION INA FARM? 
aa a> 138 W, Main St, vSL No 
5 3. NAME OF First Middle Lost 4, DATE Month Yeor 
Day 
R- DECEASED # h OF 
= ay (Type or print) Ruth E. Snider DEATH Sept 19 62 
ae 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [J ]8- DATE OF BIRTH * tana IE UNDER Ha ae 24 HRS. 
3 i jonths] Doys | Hours | Min, 
xy Female White __|wwoweo oworceoC] | Oct. 15, 1897 64 
ia 10. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) 
2 House Wife Waynesboro Pa. U.S.A. 
iS 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
« 
o a 
ce H, Mitchell Stover Anna Keefer 
= 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
a 
be) 
2 
3 
2 
3 
3 
° 
£ 
s 
) 
3 
2 
5 


coute (0), stoting the under. ( DUE TO 
tylngicotee loss ©) 


Part 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


ransit permit. 


registrar priar ta burial, cremation, ar remavel, and in any event within 72 haurs after death. 


Ww. pass AUTOPSY 
PERFORMED? 


ves DO Noy 


The law requires that the death certificate be executed within 24 ho 


20a. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year 
Hour om. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20d. INJURY OCCURRED 


While Not while 
jot work [[] of work 


t | pttended the deceased from__“F//S [6 2-, 19 to_. _ that | fast saw the deceased 
BEE fe &2-______,19_______, and that death occurred te from the causes and an the date stated obave. 


ADDRESS (Street, city or town, yfote) 3 DATE Sit aft > 
actual > ke. 
SIGNATURE = —_. 


dan Mn 
| |apgses oo Hy Garicofe 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
be a aie 


ia 9/12/62 Green Hill 


23. aye DIRECTOR'S, BieNey RE, ADDRESS 
yy Waynesboro Pa, 


‘20e. PLACE OF INJURY (Home, ea hee (City or town) (County) {Stote) 
foctory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


4 by the haspital ar attending physician. 


JERAL w RECTOR: After this certificate hos been 


TAL OR ATTENDING PHYSICIAN 


fe re. 


5 
2 
© 
= 
8 
g 
3 
5 
vo 
H 
2 
5 
8 
3 
aol 
2 
8 
me 
3 
3 
5 
° 
° 


2d. LOCATION (City, town, or county) tote) 


Waynesboro, Franklin Co., Pa. 


2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


pare EP 13 1992 fo 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


10458 CERTIFICATE OF DEATH 10452 


—T 


21.1 certify that gf) (this haspital) attended the deceased fram. 6/19/_ 1936. ta ~ 2AM.  1982., that BH (we) last 


a 
= ce 
% 3F 1, PLACE OF DEATH 7 USUAL RESIDENCE {Where deceased lived. |f institution: Residence before admission) y 
e & 3 @. COUNTY ¢, 1 Meee 0. STA b. COUNTY 4 
33 ; arr o! "' Maryland Frederick 
e So b. cy ‘OR “as {If outside Gah limits, write | c, LENGTH OF STAY IN Tb \c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 
58 ond, giye neores : 
: ura tan svi 26y. 2m. 22d. Thurmont JOR wes 
Po Ps 
P he 2 | d. NAME OF HOSPITAL (If not in oo give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
a 1a R ae phe s i 1 ONA ae 
~ YES Ne 
we Spring ield State Hospita - O xoO 
2 = 8 3. NAME OF First Middle lost Month Doy Year 
es (Type or print) Catherine. -- Stambaugh 9 1119 62 
2 Eee i 
Zz ao8 S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] iF UNDER 24 Hi 
Se birthdoy) [Months] Doys | Hours | Mi 
oo ee female wipoweD PQ Divorced [] 3/25/11 yrs. 
ago 
2 € te ral 100. pace OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
3 Sas during mos} of working life, even if retired) 
8 
g zef Housewife Maryland USA 
3 A 3 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ogé 
£ Bus Jessie Fox Fogel 
2 
i i= 8 a ne Was Gael SD EVER IN U. S. Loe saan 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
=. Patere ‘a1, 0, oF unknown) {IF yea, give war or doles of service) a 
§ ogc: | Springfield Hospital records - Sykesville, Md. 
Bae 
> ee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c}.] INTERVAL BETWEEN, 
o o2o5 ONSET Al DEATH 
eee PART |. DEATH Was caused BY: Metastasized carcinoma of the breast months 
2 * 7 IMMEDIATE CAUSE (0). 
5 FFS5 / LN DUE TO 
<e - 
= ees Conditions, if ony, which o Dehydration days 
6 BES gove rise to immediote i 
5 &85 couse (0), stoting the under- ( DUE TO 
r g i s 5 lying couse lost. () 
ae) g 5 “ F Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) |19. ERO 
Rois = 
6325 ©|§| Schizophrenic reaction, catatonic type. ves] no PQ 
Oras 3 = [ 20a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
S80 & | citer NOTEY MEDICAL EXAMINE) 
2 é 8 : 
1 ~ 
co] & ][20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, T 208. {City or town) (County) (Stote) 
vg ry r Y) 
fy 3 Hour 0. m While Not while foctory, street, office bldg., etc.) i 
3 = lot work [[] of work 
3 
° 
2 
© 
= 
~ 
E-] 


fECTOR: After this cei 


saw the degeased alive an_____ rtef___ 19 62, and that death accurred at-_, 1 @, Ash fhe causes and an the date stated abave. 
20. SIGN: 22b.DATE 
ATTENDING MED. STAT aN 
2. f M.D. DIRECTOR HYS. XI 9/11/62 


» 


bs A 
Re RSICIANS Edward F, Kerman, M. D. 7 “ORE Sressiites a 


230. BURIAL, teeny 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY \% LOCATION (City, town, or county) {Stote) 
REMOVAL (Speci * 
wen? 9/13) La lub a a 


24 FUNERAL DIRECTOR'S SIGNATURE, vADDRESS. we REC'D BY REGISTR: 
Ze 


42? Thies <Mabbusertle FithwSEP 13.1 [foo rbag Nudges 


page 3 shauld be detached for use as 
the State Board af Health priar ta burial 


may be ret 
TO FUNERAL 


GS TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 


= ¢ 


a“ y eBeg “yeep r ie 
er | 


-e® SNOY HZ UIYIM peynrexe oq -. . .. ssiNNGLLY YO TYLIdSOH Of 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
fy saegnagtorns OF DEATH 


ek 


ai 


1. PLACE OF DEATH 


100. USUAL OCCUPATION ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. = “(County & State, or foreign country) _ 
done during most of working life, even if retired) | 


Laborer i [2 Bee" | uray Ves 


‘| 12. CITIZEN OF WHAT COUNTRY? 


USA 


13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME i 
Shekton H, Strickler | Emily E, Strickler 
15. WAS DECEASED EVER . ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT  ——__ “Address” “" 


Dv 

a ACE OF 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
£ ¢. COUN’ 

cf o. STATE b. COUNTY 

a |. CARROLL _MARYLAND | __saryland 

z b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAYIN Ib || ¢. CITY OR TOWN (lf outside corporet write RURAL and give neerest town) 

a write RURAL end give neerest town) 

be SYKESVILLE | Rural-Sykesville “a 

. d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress)_||_—~—<d. STREET ADDRESS . 15 RESIDENCE 
a I ON A FARM? 
3 ps SPRINGFIELD STATE HOSPITAL | As ves] No [] 
5 3. NAME OF First Middle Last | 4. DATE Month ‘Dey “Yeer 

a DECEASED | OF 

ee | as ____ CARROLL _HARVEY ‘STRICKLER | PF SEPT, 12 1962 

8 5. SEX |& COLOR OR RACE|7, jwaRnieD [] NEVER MARRIED [5d] | DATE OF BIRTH 9. AGE {in yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 wr ie uthday) | Months) De Hours | Min. 
§ Male | White wipowen [_] pivorceto [[] |UEC. ©; 1888 vet es z *| +5 
$ 

Qo 

£ 

3 

3 

a 

¢ 

o 

oa 

= 


(Yes, 0, of unkown) | {If 


erordetesofservice) 


VY. O. Strickler--Snell Va. 


ed by the attending physician and completely filled in by the funeral 


¢ " |] 18. GRUSE OF DEATH [enter only one couse per line for (e), (b), en | INTERVAL BETWEEN 
ONSET AND DEATH 
5 PART |. DEATH WAS CAUSED BY; 
a IMMEDIATE cause (oe) Recent C,V.A. | Days 
DUE TO. and 
£ Conditions, if eny, whbch oy Old C.V.A, Years ago 


geve rise to immediete couse 
{a), steting the underlying ( OUETO 


couse lest. «__Arteriosclerotic cardiovascular disease Years 


| or attending phy: 


maw FHYSICIAN: The law requires that the death certit/ 


may be retained by the hospi 


Z| qBARL!. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO Nena DISEASE copoly GIVEN IN oe T, ie! 19. WAS AUTOPSY 
£/C.B.S. with other diseases of unknown or uncertain cause, alti ren ORCL 

< B 
S|reaction. Alcoholism, cerebral arteriosclerosis, epilepsy.— = ‘iho Tah 
= | 20a. ACCIDENT WAS UNDERLYING [] | ZOb. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | of Pert il of item 1B.) 

& | OR CONTRIBUTING (0 CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20. (City or town) (County) ~ {Stete) 
s inde wisal While Not Whila fectory, straat, office bldg., ete.) | 

g aoe 19 et work [_] ot work [(] { 


21. I certify that (1) (this hospital) attended the deceased from.AUgUSt..7........, 19.61 :september..12962, that (1) (we) lest 

saw the deceased alive onSeptember.. 12. 1962. . and that death occurred at 7..PM, from the causes and on the date stated above. 

220. SIGNATURE, 226. DATE 
ATTENDING MED. STAFF 


Ci sadhr Wt tj mo, | PHYS. (1 pirecror [} PHys. xk 9-13-62 . ae] 


wd. WOES Soringfield State Hospita 
}__* —*_]...........--. $ykesville,.. Maryland... a 
3b. ga ba NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


Travelers Rest (h, Cem, Spotsylvania County Va, 


250. REC'D BY Ronse 25b, REGISTRAR’S SIGNATURE 


20 GT ae a 


DIRECTOR: After this certificate has been si 


roe BURIAL, CREMATION, 
REMOVAL (Specify) 


a 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death, 


24 FUNERAL DIRECTOR'S SIGNAJYRE " ADDRESS 
ena Paddaabnaneg, Xu 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10459 cicada cade OF DEATH 


: 10493. 
a 1. PLAGE OF DEATH rhe ae 2. USUAL RESIDENCE (Where decoosed lived, If institution: Residence is 
zg be Carroll 2. STATE b. COUNTY " Wiha 
2.2 eke e. MARYLAND f Maryland City = 
oe b. CITY OR TOWN {if outside corporete fimils, ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN Ulf oulside corporate limits, write RURAL end give neares! town) 
«x Fes write RURAL give nearest tow) f 
heer is 2 10mo 5Sda Baltimore 12 f 
ae} & ‘2 6. NAME OF HOSE Srkerniddion {if not in hospital, give street address) a. STREET ADDRESS r- — 
fr 
@-: iy Springfield State Hospital 505 Sheridan Avenue 
2 26, ‘3. NAME OF ~ First Middle Lest | 4. DATE Month 
2 ast DECEASED OF 
g Fee {Type or print) Maude Helen Stroh [PERTH Seger 21.19 6&2 
° qs io . COLOR OR RA T [ert i ERT YEAR| IF UNDER 2 
8 22 E fe ao OR RACE|7, MARRIED [NEVER MARRIED [_] | ©. DATE OF BIRTH ps Sete ae eee DEE = um 
2 08 Female | white wipowen ["]__vivorce [|] Hi=0=93 00 ss. | | 
S 8: 10a. USUAL OCCUPATION (Give Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) | ¥2. CITIZEN OF WHAT COUNTRY? 
2 Be done during most of working life, even if retired) 
B S8 Housewife | _ Pennsylvania _ U.S.Ae 
a es g 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
§ ss Robert Stroh | 
ers ert Stro | Emma Bond_ 
© 2£§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ ary Address 
Be (Yes, 10, or unkown) | (Ifyes givewarer datos ofservice) 
= 2° Nn _| Springfield Hospital Records a 
es _ GAUSE OF DEATH [Enter only one cause por line for (e), (bl, and (e).] | INTERVAL BETWEEN 
2 PART I, DEATH WAS CAUSED BY: . ‘ONSET AND DEA’ 
€ a IMMEDIATE Cause (a) AYteriosclerotic Heart Disease |. Years 
3 & "/ DUE TO 
3 = Conditions, if any, which tb) Generalised Arteriosclerosis Years... 
© 99v0 rise to immediate couse 
= {e}, steting the underlying ( DUETO 


cause last. te) 


DIRECTOR: After this certificate has been signed by t 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


+ 
= 
&3 
& 
ES 
= 
a 
a 
ae 
238 
= 
a 2 
Es ae = 
Zo Zz PART Ii, OTHER SIGNIFICANT CONDITION’ . WAS AUTOPSY 
gigs 12 PERFORMED? 
ues 5 Chronic Brain Syndrome with cerebral Arteriosclerosis without QualilMinel Ne i 
Be = [ 20s, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury in Part | or Part Il of item 1B.) Phrase 
end | OF CONTRIBUTING [] CAUSE OF DEATH wit ag 
ae 3 3G [iF EITHER, NOTIFY MEDICAL EXAMINER) 
> 4 =~ Mil 
Qape $ | 2oc. TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm,» 201. (City or town) (County) Grate) 
Buea g Asurretn While __ Noi While factory, streat, clfice bldg., etc.) | 
Be cy 3 aN és ot work [_] et work = 
ie 
= e038 21. | certify that (I) (this pesca) attended the deceased trom......11—16: ee snares Mv cvanceg , 19.42 that (1) (we) last 
Dv 
x8 3 saw the deceased alive on., 2 19. 62. ., and that death occured cles eo ff0mh the causes and on the date stated above, 
6? cn PU SCRA On A. 2 2 em TENDING £0. STAFF 22b- RIGNED 
A MED, 
er eee eee meg ih wo Aah ee ee 
'e g Ze, PHYSICIAN'S Adnon Sonmez, ELD. @2d. ADDRESS 
& fg { 
a =e —_——E—————EE — saab Oe ey ee erst ag 
meh s 23a, BURIAL, CREMATION. | 23b, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State! 
a ay (Specify) 
e~R? Dy pS PE 2 faty- - fort Comtery Forty Feat fA 
VR AIS (4) 25a. “ee D fe ae 28b. oy, 'S. SIGNATURE 
18M 7/61 


DATE Ey, Del ] 


PP) “te DIRECTOR’ ee ae DRESS 
yi o ae oe @ BL You ad Gulltins we _md 62 fee eres Naceg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE J, {OaEe”? 
c CERTIFICATE OF DEATH 


x 


s 6 = — = —= 
= g 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Tnafitullon: Readanee before admission) 
apes a, COUNTY a, STATE b. COUNTY 4 
2 2 Ca: a Maryiand oy tie > oe 
2 BL CITY OR TOWN (if outside corporate limits, ce. LENGTH OF STAY IN ib & CITY OR TOWN [If outside corporale limits, write RURAL and give neeres! town) 
+ = ao) write RURAL and give nearest town) ~ 
“ £58 Sykesvi 7 m0. i VOL Y 
£ * Ce . Le ee 
£ a d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS ig RESIDENCE 
os 
» 3 yes [] No 
spring field State. Hospital | 1562. Penta a Rd 
lad <whtor B: P Test ms. A. Dey “Yer a 
DECEASED 
(Type or print) DEATH 
erna Mildred Kitzmiller Thorn ‘d ce ee: 1% 


5. SEX 6. COLOR OR RACE|7, aRRieD [_] NEVER MARRIED [] | & DATE ‘OF BIRTH ]9. AGE (fn TF UNDER 1 YEAR| IF UNDER 24 HRS. 
jen birthdey) |Months| Days | Hours | Min. 
4 wipoweD [7] Divorced [_] , yr. 
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 


Oosewife i. | - slr Pennsylvania U.S.A. h 
13, FATHER'S NAME 14. MOTHER’S MAIDEN NAME 


Lily Shute —_ : 


es_Kit : — 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 
(Yes, no, oF unkown} | IFyes givewarer detesofservice) i 


Address 
no_ rs, Anita J. Phipps Noteheli ff Ra. 


‘18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).] <" INTERVAL BETWEEN 
ONSET AND DEATH 


pe ar al Be Fes) ae | Years 
%A2-/ pe Status ost sed Pai Basist 2 hemordya 

Condilions, if any, which (b) is i= 

geve rise to immediete cause 

{e), stating the underlying ( CUETO | 

cause last. te) 


‘AUTOPSY 


4 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)) 19. W. 

2 hi on ae PERFORMED? 
O18 Se ae pheenic Auwetion 7 paranais ty pe— ves [] NO pl 

F | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Part Il of item 1B.) i 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | (F EITHER, NOTIFY MEDICAL EXAMINER) 

% | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ,{ 20F. (City or town) (County) (Siete) 

8 Hour a.m. While Not While factory, street, office bldg., etc.) | 

i” a 9 et work [_] at work ' 


. | certify thet (i) (this hospita}) ettended the deceased from. 9. Ad ae 19.04, that (1) (we) last 


wd de. ., and that deeth occured at. Zn, from the causes and on the date stated above, 


saw the deceased elive on. 
220. SIGNATURE 22b, DATE 


ee meaige AO, RO ete ae o/¥ iter 
"Mes ADNAN SOWMEL | Soring ae iets eee 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


4 may be retained by the hospital or attending physician. 


‘eo 


) DIRECTOR: After this certificate has been signed by the attending physician and complete! 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, withi 


2eh Je, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 73d, LOCATION (City, town or county) Gas. 
oto 0 arial 9-11-62 Moreland Memorial Ce Parkville, Balt. Ct. Mas 5 
A A 4 

VR AIS (4) oe TTY PT OF TREN s & Sons Cergess 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNAT be 

15M Ziel XQ) | h905 York Rd, Baltimore de gulia, DATE SEP 1. 019 2. “Plastrt. ~ a 


24 hours after 


in 


AL 


HOS: 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10455 


¢e 


ft arLe 
ra) ——_= eA] - 
g F 4 ar "tat * 4 USUAL RESIDENCE (Where deceosed lived, ie Trafitution: “Residence before edn 
2 co Ssh arrohl) a. STATE WV. a b, COUNTY Ges / 
on <3 5 e, aryland- « : Washin; ton A 
ae b. cry OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL end giva naerest town) 
Bs . write RURAL end give nearest town) 1 mo. 2 day Hagerstown 
38 yd, NAME OF a TION (if not in hospitel, give street eddress) d. STREET ADDRESS «1s RESIDENCE 
£ Springfield State Hospital 801 Hamilton Boulevare ves [] No LF 
NAME OF First : - . test 4. DATE Month Dey Veer > 
{Typa or print) Nettie Vivian Wilson | SEATR Sept. 2 12 


IF UNDER 1 YEAR| 


5. SEX "/6. COLOR OR RACE|7. ARRIED [-] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
Female White u 105) 28 7a. lopithdey) Months) Days | Hours |) Min. 
WIDOWED DivorcED [_] yrs. | 
Ya. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 
Hom 
13, FATHER'S NAME 


Phillip He Bloom 


Washington Ma ryland U.8 oA 


] 14. MOTHER'S MAIDEN NAME 


Le rearet feck 


v 
Ss 
i 
a 
4 
3 
ys 
N 
en 
i 
ce 
£5 
oi 
3% 
§2 
“a 
gs 
8-5 
oe.) 
§— 
23 
ee 
we 
gs 
$5 
ae 
ao 
& 


= 
a 
[3 
9 
S 
z 
3 
G 
c 
es 
G 
e 
ES 
= 
a 
ce] 
= 
3 
& 
2 
w 
@ 
et 
> 
wr) 
2 
a 
c 
a 


iva WAS pECtASEO i IN U.S, REMID FORCES? | 16. SOCIAL SECURITY Ni 17, INFORMANT % 7 Address 
‘es, no, of unkown! lyesgive war ordatesof service) 
No OL: = Springfield State Hospital Records 
] 18. CAUSE OF DEATH [enter only one cause per line lor (e), (b), end (c)] rag ’ INTERVAL BETWEEN 
PART | DEATH Was CAUSED BY, J ASHD with Chronic Heart Fa ilure Ons eg 
. } U! (e) ‘i. eS — 
48 puro _neumonia (REE) Tays 
ts Dehrdration and malnutrition Weeks 
Conditions, if eny, which (b) | 
seve rie toimmediate cue {| Decubitus Ulcers” | Weeks 


(a) 


Heting the underlying 


{c). =e 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e]) 19. WAS AUTOPSY 


z 

Qo PERFORMED? 

: Chronic Brain 9 yndrone Associated with Cerebral Arteriosclerosis ves [] No ¥X] 
Uv = 4 — api —_—_ ~ 
= 20¢. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert} or Pert Il of itam 18.) 

g | OR CONTRIBUTING [] CAUSE OF DEATH 

G& | F EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c, TIME OF INJURY Month, Dey, Year 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City ‘or town) (County) {Stete) 

3 ied, eon. While __Not While fectory, street, office bldg., ete.) | 

2 pm. iv) et work et work 


that (I) (we) last 


2. 1 certify that (1) (this neseie ye wens the deceased from.. 4 
oe and that death aera at 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execu 


4 may be retained by the hospital or attending physician. 


L DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the burial-tra 


filed with the State Dept. of Health prior to burial, 


TO 


saw the deceased alive on.. ne ee M, from the causes and on the date stated above, 
pe a Aon «ed ATTENDING STAFF il F a ue 
Soom bes és me | PHYS) El DIRECTOR OO Prys. Py 9=2-62 
22, PHYSICIAN'S 224. ADDRESS 
ad | oo eh Adnan Sonmes | MD. Springfield State Hospital, Sykesyila 

< TAL, CREMATION, FREQ NAME/ OF CEMETERK OR CREMATORY 23d, LOCATION r (City, town opgounty) {State} 

3 VAL (Specify) 

tots 9 (Bie | s Kee 

= FUNE ADDRESS . REC'D BY REGISTRAR | 25b. REGISTRAR’S SI 


15M 7/6t 


- SEP 6 1962_ fPeoM ss Rucge 


VR AIS (4) \ Be Sara DIRECTORS 


